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Section One 
Academic Dossier
Adult Mental Health Essay:
Is Cognitive Behaviour Therapy An 
Efficacious Treatment For Psychosis?
The term “psychosis” describes a disruption in mental processes resulting in the 
impairment, or loss of the individual’s contact with reality. It can result in a variety of 
symptoms. Fowler, Garety & Kuipers, (1995), summarised the results of studies 
examining psychotic symptomatology. Using a factor analytic technique they reported 
three main groupings. The first area consisted of symptoms of reality distortion such as 
delusions and hallucinations. The second area described symptoms of psychomotor 
poverty including social withdrawal and amotivation. Finally the third area comprised 
symptoms of disorganisation such as speech and thought disorder.
Traditionally disorders such as schizophrenia, which are typified by various 
presentations of these symptoms, have been considered to be inaccessible to verbal 
modes of treatment:
“ it is a waste of time to argue with a paranoid patient about his
delusions. ” Slater & Roth, (1969).
However, a number of studies have begun to explore the potential of using cognitive 
behaviour techniques with individuals suffering from the symptoms of schizophrenia. 
Interventions have been targeted on both acute and chronic presentations. This essay 
will examine the efficacy of cognitive behaviour therapy with this population. 
Reference will be made to relevant studies following a brief description of the 
theoretical rationale underpinning this approach.
The basic assumption of cognitive behaviour therapy is that the meaning of an event is 
defined by an individual’s subjective expectations and interpretation of that event, 
(Hawton, Salkovskis, Kirk & Clark, 1996). It is hypothesised that the same process by 
which other individuals make sense of their worlds operate in individuals suffering 
from psychosis. Symptoms, such as delusions and social withdrawal, may develop 
from an individual’s attempts to make sense of a view of the world produced by the 
altered thoughts and feelings resulting from their illness, (Fowler, Garety & Kuipers, 
1995).
A cognitive behaviour model of therapy suggests that people suffering from a psychotic 
illness are as prone to making mistakes and misinterpreting the meaning of events as 
everybody else. The assessment phase of treatment therefore concentrates on exploring
the subjective world of the individual. Attempts are made to develop a collaborative 
relationship between therapist and patient and to explore how thoughts and feelings 
emerge from altered perceptions and therefore assess their accuracy. This collaborative 
approach moves away from the didactic and more confrontational strategies which, as 
Slater & Roth (1969), have commented, show limited efficacy.
These techniques have been used with chronic and acute populations. Interventions 
have targeted a variety of symptoms and problems including drug resistant 
hallucinations and delusions and the individual’s adjustment to the consequences of 
suffering from a psychotic illness. Interventions can target an individual’s level of 
distress as well as the measured severity of actual symptomatology. Perkins & Repper 
(1996), have argued that understanding the individual’s experience of psychosis can be 
as beneficial in limiting disability as actually reducing the level of symptom severity per 
se.
Hodel & Brenner (1994), describe primary and secondary benefits in schizophrenia. 
Primaiy deficits are those resulting from more florid symptomatology, such as 
delusions and hallucinations. Secondary deficits result from primary symptoms and 
include avoidance, social withdrawal and amotivation. In examining the efficacy of 
cognitive behaviour therapy it is necessary to examine the impact of this style of 
intervention in terms of both primary and secondary symptoms. If one is hypothesised 
to result, in part, from the experience of the other then it is important to explore whether 
improvements in one area of functioning generalise in any way to other areas.
The most common treatment administered to people diagnosed with schizophrenia is 
anti-psychotic medication. However, a significant number of sufferers continue to 
experience symptoms despite this intervention. Harrow, Carone & Westermeyer 
(1985), found that between fifty-five and sixty percent of patients diagnosed with 
schizophrenia continued to show some symptomatology as measured at a two year 
follow up from commencing medication. This typically consists of a combination of 
positive and negative symptoms. A number of studies have attempted to show that 
these drug resistant, residual symptoms may be amenable to treatment using cognitive 
behaviour therapeutic techniques.
Watts, Powell & Austin (1973), attempted to modify abnormal beliefs in psychiatric
patients suffering from medication resistant paranoid schizophrenia. This was reported 
in a case study. The intervention was based upon a detailed assessment of the person’s 
subjective experience and initially targeted weaker beliefs (as assessed during the 
course of treatment by the therapist) in an attempt to limit psychological resistance to 
belief modification.
Reactance is a phenomenon described by Brehm (1966) and is a characteristic of 
normal psychological functioning. Miller & Rollnick (1991), describe reactance as a 
pattern of emotion and behaviour that occurs when an individual perceives that his or 
her personal freedom is being reduced. This can lead to denial and resistance in an 
attempt to retain the freedom that has been threatened. In the light of this, modification 
consisted of discussion regarding the evidence for an individual’s beliefs as opposed to 
direct confrontation.
The belief modification procedure was conducted over a four month period in 
conjunction with graded re-exposure to previously avoided social situations.The 
strength of beliefs were rated before treatment began using a standardised measure. 
They were found to have significantly decreased at the end of the intervention period.
Although this was a case study. Watts, powell & Austin (1973), did replicate their 
results with two further patients. What remained unclear was how reliable apparent 
improvements would prove over time and what effect belief modification would have 
on social functioning. More recent studies have incorporated follow-up measures to 
look at the longevity of treatment gains and any generalisation over time.
An additional problem concerns efforts to improve social functioning in this population. 
Most studies of chronic patients use hospitalised populations where institutional 
influences may limit generalisability. Similarly, out-patients still have this experience 
and, despite attempts at recent reform, remain marginalised in society.
Tarrier, Beckett, Harwood, Baker, Yusupoff & Ugarteburu (1993), compared two 
styles of cognitive behaviour programme with a waiting period control group. Their 
sample consisted of out-patients diagnosed with schizophrenia and suffering from drug 
resistant psychotic symptoms. Individuals were randomly assigned to the two treatment 
conditions. After numerous drop-outs, data from twenty-three participants were
available for analysis. Information on symptoms severity was gathered using 
standardised measures.
The first treatment approach was termed Coping Skills Enhancement and aimed to 
identify environmental maintaining factors in an individual’s symptomatology and 
modify their subsequent impact. This would therefore enhance the patient’s ability to 
cope with the experience and impact of their symptoms.
The second treatment approach was termed Problem Solving. This entailed teaching a 
pre determined plan for improving the individual’s ability to solve problems and then 
encourage the more general application of these techniques.
Both treatment groups showed significant symptom reduction compared to the control 
group. Sixty percent of the Coping Skills Enhancement and twenty-five percent of the 
Problem Solving group improved by at least fifty percent as indicated by the measures 
used. However, there was no apparent generalisation to areas of social functioning or 
negative symptoms. Although there was some evidence of a superior effect with 
Coping Skills Enhancement this was not significant and may have been explained by 
pre-treatment differences measured in the groups after randomisation. This study 
included a six month follow-up measure suggesting that treatment benefits had been 
maintained. However, the reasons that a number of participants dropped out were not 
assessed and treatment compliance, both pharmacological and psychological, remains 
an issue with this client population.
In terms of the efficacy of this treatment approach Tarrier, Beckett, Harwood, Baker, 
Yusupoff & Ugarteburu (1993), suggest a fairly broad definition:
“ the patients were not achieving further sustained therapeutic
advances despite optimum pharmacological treatment. Therefore, any 
benefit derived from psychological intervention is o f clear 
importance.” Tarrier, Beckett, Harwood, Baker, Yusupoff & Ugarteburu (1993).
In a very recent study Garety, Fowler, Kuipers, Freeman, Durm, Bebbington, Hadley 
& Jones (1997), also explored the potential efficacy of a cognitive behaviour approach 
to drug resistant psychotic symptoms. Their sixty participants were out-patients. They
were randomly assigned to a standard care condition, consisting of case management 
and medication, or a standard care condition with cognitive behaviour therapy provided 
in addition. The cognitive behaviour therapy was individually targeted. It aimed to 
reduce the distress and interference caused by symptoms, reduce emotional 
disturbance, help promote more active participation in relapse risk monitoring and limit 
social disability. Treatment was conducted over nine months and assessed using 
multiple outcome measures.
This, more individualised, treatment approach produced a twenty-five percent reduction 
in psychotic symptomatology in the treatment condition, compared to three percent in 
the standard care group. This reduction occurred mainly in the targeted symptoms, with 
no appreciable impact on levels of depression or areas of social functioning. However, 
only fifty percent of the intervention group responded to the treatment. At this time a 
planned eighteen month follow-up is still ongoing and data for this is not yet available.
A number of methodological problems with this study were highlighted by the authors. 
Variations in medication during the treatment may partially explain some individual’s 
improvements. The treatment was offered in addition and it may be that the extra time 
available to those individuals had an effect on symptoms regardless of the hypothesised 
therapeutic content.This was partly controlled for by the fact that all participants 
received the same detailed assessment, thereby providing extra input for the comparison 
group as well. Finally the study was not designed to isolate which elements of the 
treatment were effective and which were not.
In terms of efficacy, although only fifty percent of the treatment group were 
responders, this study does provide further evidence of the possibility of improvements 
in residual psychotic symptoms. These would appear to occur in the absence of the side 
effects frequently seen with anti-psychotic medication. However, such treatment is 
resource intensive and therefore expensive. This is especially relevant in the current 
political and financial climate where the value of gains are frequently measured against 
monetary cost. It could be argued that whilst reported symptom reductions could 
significantly improve the quality of life in individuals suffering from long term mental 
illness this would have negligible impact upon the ultimate cost of care. Much depends 
upon the definition of efficacy adopted.
As'well as chronic populations, an increasing number of studies have examined the 
potential impact of cognitive behaviour interventions upon the acute presentation of
... i . , . .  . —  . . A . . . . . . . .  . . . . . . . . .  . . .  A X
schizophrenia. Thé rationale underpinning involvement in this area is as follows. Much 
of the disability seen in the chronic presentation of schizophrenia may result from 
problems which develop as a consequence of experiencing psychosis. Interventions 
during the acute stage of illness may limit their development and eventual severity.
“Apello, Sloof, Wonnings, Carson & Louwerens (1993), published a paper, based on 
observations made in clinical practice, discussing the significance of grief in the 
rehabilitation of schizophrenia. They identified two elements. Primary impairments are 
those arising directly from psychiatric illness. However, they observed that: ^
 “Loss in schizophrenia includes the loss of cognitive functioning,
social relationships, roles and positions, and different behavioural and
emotional functions.”
Apello , Sloof Wonnings, Carson & Louwerens, (1993)
They speculate that impairments in the above areas could not help but be significant to 
the individual. Consequences of this are, what they describe as, secondary 
impairments, or grief reactions to loss. Apello, Sloof, Wonnings, Carson & 
Louwerens (1993), see the process of adjustment to the loss of functioning and the 
reality of psychiatric illness as similar to the symptoms of loss and bereavement. A 
theory of grieving places these behaviours in a meaningful context and therefore 
suggests cognitive behaviour interventions similar to those used in the treatment of 
complicated grief.
!
The observations in the above article were made in relation to a chronic presentation of 
^hizophrenia but they rmse a number of issues that are also relevant to acute 
populations. It is possible that failures to recognise grief reactions in this population 
have led to behaviours being categorised as symptoms of the psychosis and so treated 
jgsychiatrically with medication. In addition, cognitive behaviour interventions, during, 
or shortly after the initial acute episode may limit the development of chronicity.
Loebel, Lieberman, Alvir, Mayerhoff, Geisler & Szymanski (1992), produced a study 
exploring the relationship between the duration of pre-treatment psychosis and outcome
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in the first episode of schizophrenia. Findings suggested that early psychiatric 
interventions significantly reduced the individual’s duration of florid illness and 
increased the degree of symptom remission. This was particularly marked in strategies 
for increased, more reliable compliance with medication and better monitoring of 
relapse signs.
Loebel, lieberman, Alvir, Mayerhoff, Geisler & Szymanski (1992), followed seventy 
patients for three years. All were recruited when hospitalised during their first psychotic 
episode. They all received the standard treatment of case management and medication 
and were assessed using standardised measures. Outcome was defined as the degree of 
symptom reduction and the time to the remission of acute symptoms. Results showed 
that longer periods of illness prior to treatment were associated with longer time to 
remission and an increasing likelihood of residual symptoms. There was a significant 
correlation although there was no association with other variables and the severity of 
illness. This suggests that residual symptoms are not necessarily a function of the 
severity of illness. Other variables could be the promptness of treatment and the 
individual’s reaction and adjustment to the reality of psychotic illness.
It is difficult to minimise the time to initial presentation for treatment of individuals with 
the first episode of a psychotic illness. Increased education regarding warning signs 
may be one strategy. However, once an individual is in contact with services they may 
benefit from additional psychological input. Adjusting to the consequences of a 
diagnosis may be an area where cognitive behaviour therapy could be of benefit and a 
number of studies have examined it’s potential efficacy.
Drury, Birchwood, Cochrane & MacMillian (1996a), applied cognitive techniques with 
acutely psychotic patients to examine the impact on limiting the time needed to resolve 
positive symptoms and minimise residual symptoms. This randomised and controlled 
study compared a group receiving standard treatment, and both individual and group 
cognitive therapy, with a group receiving an equivalent amount of therapist’s time 
providing activity and informal support. Assessment consisted of standardised 
measures of symptom severity.
Results showed that both groups had highly significant symptom reduction over twelve 
weeks. However, the group receiving cognitive therapy had a significantly faster and
greater reduction in symptomatology and a significantly higher reduction in belief 
conviction and preoccupation. A nine month follow-up showed that fifty-six percent of 
the group receiving standardised treatment only had moderate or severe residual 
symptoms compared to only five percent of the group also receiving cognitive therapy.
Whilst these results are encouraging, certain aspects of this study urge caution. Of the 
hundred and seventeen patients sampled only sixty-nine satisfied the inclusion criteria. 
All participants were in-patients at the time of the study and were excluded if they had 
an additional diagnosis of bipolar disorder, hypomania, any organic syndrome, 
confusional state or disorder associated with drugs or alcohol. Of these, thirty-three 
percent of the cognitive therapy group were subsequently excluded due to non- 
compliance with medication or failure to engage in therapy. It is difficult to gauge how 
representative this sample is of the wider population of individuals suffering from an 
acute first episode of psychosis.
The many elements incorporated into the cognitive therapy package make it difficult to 
identify which components may have benefited the recipients. However, the approach 
did place emphasis on patients using conventional cognitive behaviour techniques to 
explore the accuracy of their beliefs. The apparent efficacy of the treatment in this study 
would further support the theory that individuals suffering from a psychotic illness are 
prone to the same cognitive errors as a non-psychotic clinical population.
In a separate study Drury, Birchwood, Cockrane & MacMillan (1996b), explored the 
time to, and the extent of, recovery in the same sample examined above. The cognitive 
therapy condition was associated with a twenty-five percent reduction in recovery time; 
depending on which measures were used and which areas of functioning were 
examined. In contrast to previous studies, they found that the impact of treatment 
appeared to extend to other areas of functioning.
Clinical recovery was quantified using a number of standardised measures assessing 
insight and non-specific symptoms such as dysphoria and disinhibition. The group 
receiving cognitive therapy showed significantly faster and greater improvement on 
these measures, although the treatment did not explicitly target those areas. Drury, 
Birchwood, Cochrane & MacMillian (1996b), hypothesize that the focus of the 
cognitive therapy on the attribution of symptoms may have generalised to other areas
10
resulting in increased insight.
The potential therapeutic use of increased insight within this group is great. Compliance 
with medication and the monitoring of relapse signs could reduce the incidence and time 
lag before treatment of any subsequent acute episodes. This could help to minimise the 
longer recovery times that are associated with residual symptoms highlighted by 
Loebel, Lieberman^ Alvir, Mayerhoff, Geisler & Szymanski, (1992).
The above studies have suggested that certain patients in both acute and chronic 
populations can benefit from cognitive behaviour therapy. However, the question of 
efficacy depends very much upon how that concept is defined.
Results show that gains made in reducing residual symptoms and levels of distress in 
chronic populations, although statistically significant are modest at best. Improvements 
are demonstrated in a limited number of patients because many are deemed unsuitable 
due to non-compliance , or either an unwillingness or inability to work cognitively. 
This is ironic as issues such an non-compliance with medication are areas which many 
psychologists suggest would best be targeted using cognitive behaviour techniques, 
(Kingdon, Turkingtori & John, 1994; Fowler, Garety & Kuipers, 1995; Drury, 
Birchwood, Cochrane & MacMillan, 1996a and Apello, Slooff, Woonings, Carson & 
Lourens, 1993). In addition it is possible that improved insight in intervention groups 
actually reflects a pre-treatment difference in levels of insight which is produced by 
excluding non-compliers from the experimental sample.
The results of studies are also typically achieved over relatively long periods of 
resource intensive intervention which make treatments expensive. Benefits would also 
appear limited to targeted symptomatology with poor generalisation to other areas of 
functioning hypothesised to be a consequence of those symptoms.
Similarly with interventions targeted on acute populations, studies exclude many 
patients and show modest gains. However, there is evidence of a more generalised 
treatment effect which may become clearer with the publication of follow-up data from 
current studies. Again, interventions are relatively expensive but greater efficacy may 
be argued if it could be shown that treatment is effective in limiting the development of 
more chronic symptomatology.
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To summarise, cognitive behavioural treatments for psychosis have been shown to 
produce significant benefits in both acute and chronic presentations of psychosis. 
Financially, they are relatively expensive and any long term benefit is difficult to 
assess. It may be that improvements in chronic patients do lead to long term savings in 
the level of care that they require. A more compelling argument concerns the potential 
savings resulting from arresting any decline into chronicity from early acute episodes of 
psychosis.
However, to echo the sentiment expressed in the earlier quotation from Tarrier, 
Beckett, Harwood, Baker, Yusupoff & Ugartesburu (1993), the efficacy of these 
treatment can be seen in improvements that are demonstrated where all other 
interventions have been exhausted. Cognitive behaviour therapy aims to understand the 
patient’s subjective world and help the individual change maladaptive patterns of 
thinking and behaviour. In that sense it may be that measures examining the 
individual’s level of distress following treatment, rather than measures of actual 
symptom severity, may provide a better estimate of clinical efficacy.
12
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People with Learning Disabilities Essay
“ The Principle Aims of Assessment Are Diagnostic and 
Evaluative.” Discuss this statement with reference to the 
field of learning disabilities.
15
Clinical psychologists employ a number of assessment procedures and techniques. 
These vary from observing individuals in their everyday interactions, in their everyday 
environments, to highly standardized psychometric and neuropsychological tests, 
comparing the individual to a representative sample of the population. Some of these 
techniques are designed to be diagnostic whilst others are evaluative in their aims. In 
terms of assessment and treatment, learning disabilities is a challenging area for 
psychologists. As will be discussed below, taken in isolation, a particular approach to 
assessment can provide a very misleading picture of the individual. The complex 
interaction of biological, psychological and environmental factors, is an essential 
challenge in any area of clinical psychology. Within learning disabilities, 
communication problems may provide additional difficulties in assessing individuals 
and highlight the importance of a more global approach to formulation and treatment.
Probably the most fundamental question for clinicians, within the area of assessment, is 
whether the individual actually has a learning disability and is therefore eligible for that 
particular service. Dodd & Webb, (1998), reported that the learning disability service 
they were employed by had adopted the International Classification of Diseases-10 
(ICD-10) criteria,(World Health Organisation, 1992). This defines a learning disability 
as a condition of arrested or incomplete development of the mind, which is especially 
characterised by impairment of skills manifested during the developmental period and 
which will contribute to the overall level of intelligence: that is cognition, language and 
motor abilities. These criterion also define mild learning disability as an Intelligence 
Quotient (IQ) score of sixty-nine of less on the Wechsler Adult Intelligence Scale- 
Revised, ( WAIS -R)( W echsl er, 1991).
However, there may be problems inherent in using well standardized measures such as 
the WAIS-R in this way. These also highlight the possible implications, in this 
population, of using such measures in isolation.
Grégoire (1997), makes the distinction between the measurement of performance and 
competence. Performance, in this context, is defined as observable behaviours 
produced by a person and competence as a set of organised abilities assumed to 
underlie performance. Most of the psychometric tests used to ascertain, and therefore 
diagnose, a learning disability focus on performance. Using a WAIS-R IQ score as a 
cut-off measure shows that a learning disorder is present when an ability, measured by
16
a standardized test, is substantially lower than expected given the age, intelligence and 
the education of that person. However, whilst this may provide a diagnosis it fails to 
provide a deeper understanding of the difficulties encountered by the individual whilst 
preforming that task and so does not provide any information regarding how to correct 
or ameliorate those difficulties.
Grégoire (1997), also comments about some of the assumptions underlying the WAIS- 
R specifically. The relationship between the performance on a particular task and the 
competencies assumed to underpin it still needs to be further validated. In addition, 
assessments are unavoidably contextualized. The WAIS-R has an administration 
procedure which aims to control for contextual variables. However, with learning 
disabilities this reveals nothing about performance across other contexts which may be 
valuable in understanding the role of environmental factors in a particular individual’s 
presentation.
Perhaps the most crucial cause for concern, as Dodd & Webb (1998) point out, is the 
fact that the WAIS-R is standardised against a population sample, which may have 
included those with limited educational achievement but, excluded people with learning 
disabilities, those living in institutions or those with brain damage. In that sense, and 
with those qualifications, it may serve as a gross screen and therefore a gatekeeping 
device for services, but it lacks any real discriminant validity for individual 
presentations within the low range IQ. This limited use in assessing individual 
differences again highlights the importance of not using assessment measures in 
isolation with this population. Indeed by virtue of using a single cut-off point, and a 
definition of service eligibility as those falling below that arbitrary level, we may be 
treating such individuals as a homogenous population and neglecting the:
“....possibility that learning disability, as presently and loosely defined by federal and 
state criteria, does not exist as a unique psychological entity.” Friediick (1984)
Although psychometric assessment of cognitive and intellectual functioning may be 
seen as a gatekeeping and administrative exercise (Halliday, 1996), some organisations 
have highlighted the need for a more integrated approach. In 1989 the National Joint 
Committee on Learning Disabilities (NJCLD, 1989) published a report stating a belief 
that inappropriate diagnostic practices and procedures were contributing to the
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misclassification of individuals. They listed a number of problems including the 
following. There was, and still is, no consistent definition of learning disability 
emphasising the intrinsic and lifelong nature of the condition. The committee also 
identified an incorrect assumption amongst their members that quantitative formulas 
could be used to diagnose learning disability. Finally they reported that 
multidisciplinary teams frequently failed to consider and integrate the various 
assessment findings relating to presenting problems. This would imply that clinicians, 
and therefore multidisciplinary teams, are failing to think using a more global approach 
such as the biopsychosocial model as proposed by Betoin (1997). This suggests not 
only the importance of working eclectically, which implies the ability to draw upon a 
number of models, but also not to neglect those various perspectives when assessing, 
formulating and deciding on the best, if any, therapeutic avenue to pursue.
Grégoire (1997) observed that:
1
- -'The purpose o f diagnosis is not only to quantify successes and failures but it is also, 
and above all, to understand the meaning of the observed performance ^
The important implications of the above statement are graphically illustrated by two 
very different examples.
T   .................................  - . . .  A . . . . . . .  "
Emerson (1995) published a text on analyzing and intervening with challenging 
behaviour in learning disability. Emerson stated that a comprehensive assessment of the 
presenting problem, including not just overt behaviour but environmental and biological 
factors was essential prior to any intervention. He stated that to automatically label 
behaviour as functional and purposeful was, at best, simplistic and, at worst, 
dangerous.
A vivid example of this would be to assess and intervene to prevent an individual from 
self-biting without knowing that person had Lesch-Nyhan Syndrome, (Nyhan, 1994). 
In that scenario the individual’s behaviour has a biological causation and so behavioural 
strategies such as negative reinforcement or punishment may have limited efficacy or 
could actually be seen as abusive.
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The inverse of the above example is where an assumption of a biological cause for a 
behaviour could also lead to arguably inappropriate treatment.
Kieraan, Reeves & Alborz (1995), examined the use of antipsychotic drugs with adults 
with learning disabilities and challenging behaviour. The use of such medication would 
imply that individuals were suffering from a biologically based psychosis, resulting in 
the challenging behaviour observed, which should therefore decrease as the psychosis 
remits.
Kieman, Reeves & Alborz (1995), reviewed some of the literature relating to this area. 
As the diagnosis of a psychotic illness in learning disabilities is difficult to make, 
especially in those with severe and profound disabilities, it was felt that if a clear 
diagnosis was necessary for prescribing antipsychotic medication then such drugs 
would only be used infrequently. However, the literature suggested that between one 
half and two thirds of people with severe learning disabilities and challenging behaviour 
had received such medication.
In previous studies Stone, Alverez, Ellman, Hom & White (1989) reported that 
aggressive behaviour, rather than diagnosis of a psychotic illness, was the strongest 
predictor of prescription. In a review of other research Aman & Singh (1983), reported 
little evidence from well controlled studies to show any effects of antipsychotic 
medication in controlling challenging behaviour other than sedation. In addition Aman 
(1984) reported that the side effects of such medication may further reduce learning and 
adaptive behaviour and could cause movement disorders. Therefore, apart from an 
apparent lack of efficacy in controlling challenging behaviour, it would appear that the 
possibility of side effects should urge caution and that such drugs should only be used 
when it was deemed absolutely necessary.
Kieman, Reeves & Alborz (1995), conducted a three year study of the prevalence of 
antipsychotic drug prescription across hospital, family and community settings in 
north-west England. The specific population studied was people with a learning 
disability showing challenging behaviour. The study aimed to relate prescription to 
demographic variables (such as setting), individual characteristics, challenging 
behaviour and the way that such behaviour was managed; including antipsychotic 
medication. The researchers contacted all learning disability wards, all schools, hostels
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and day centres. Attempts were also made to include those in out of district placements 
and those excluded from services. Participants and/or carers were interviewed, using a 
custom designed schedule, to gather information on the intensity and severity of the 
challenging behaviour, the interventions used and the consequences of those 
interventions.
The six hundred and ninety-five participants meeting the criteria, constituted 16.7% of 
the overall population of individuals characterised as having a learning disability. Of 
this sample 48.1% were reported to have been given oral or depot antipsychotic 
medication. Of the sample prescribed antipsychotic drugs, 21.6% received more than 
one antipsychotic medication.
The study also examined the relationship between the prescription of antipsychotic 
medication and the other variables gathered. Psychiatric diagnosis was found to 
correlate strongly (p<0.001) with prescription. However, 58.5% of respondents stated 
that the individual did not have a psychiatric diagnosis. More interestingly, of the 
twenty-seven participants diagnosed with schizophrenia only eighteen were actually 
prescribed antipsychotic medication.
In terms of setting, a hospital placement was significantly (p<0.001) related to 
prescription. This may be because hospitals deal with more challenging clients or 
because they show a greater reliance upon a medical model and so attach less weight to 
the possible impact of environmental or psychological variables. When examining the 
prevalence of challenging behaviour, the study found no significant variance across 
settings.
There are certain problems with this study. The authors recognised that their definitions 
of challenging behaviour introduced problems of subjectivity as did the mixture of 
service users and their carers providing information. In addition the exclusion of 
individuals prescribed antipsychotics but not showing any challenging behaviour may 
have prevented some interesting additional findings being taken into consideration. 
However, overall it serves to illustrate how a diagnosis can be unjustifiably 
extrapolated to behaviour and vice versa. Of particular cause for concern with this 
example is the use of a prescribed treatment in the absence of that diagnosis, the lack of 
efficacy (apart from sedation) of that treatment to control the challenging behaviour and
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the possible side effects associated with such medication.
The issues outlined above are explored by Reiss (1994) in the concept of diagnostic 
overshadowing. Whereas the above may be seen as the inappropriate management of an 
individual’s behaviour, or the pathologising of challenging behaviour, Reiss describes 
the inverse. Diagnostic overshadowing occurs when the presence of a learning 
disability overshadows the diagnostic significance of the accompanying behavioural or 
emotional disturbance, which would usually be considered indicative of 
psychopathology. Howells (1997), stated that this could lead to those with learning 
disabilities missing out on medical care due to professionals and carers failing to look 
beyond the obvious cognitive and psychological deficits.
For example, Romancyzk, Lockshin & O’Connor (1992) pointed out that there has 
been relatively little attention focused on issues of anxiety and arousal amongst people 
with severe learning disabilities. They have suggested that anxiety and arousal may play 
a major role in self-injurious behaviour. However, such issues may be overlooked due 
to the presence of a learning disability. With particular reference to mental health, 
O’Hara & Sperlinger (1997) have urged clinicians to admit the limitations of their 
knowledge. They state that it is often not possible to make a diagnosis with any 
confidence and, in such a situation, it is better to acknowledge this and not make any 
diagnosis at all.
Another possible use of assessment in learning disabilities is to make predictions 
regarding levels of service provision. This would be true not only for individuals but 
also for service users overall. An epidemiological study by Hon, Huppert, Holland & 
Watson (1988) neatly illustrates how a combination of psychometric assessment and a 
pre-existing understanding of the biological and genetic factors associated with a 
particular condition can be used to make service wide predictions.
A number of studies, reviewed by Hon, Huppert, Holland & Watson (1988), have 
suggested that individuals with a diagnosis of Down Syndrome (DS) also have a 
particularly high risk of developing the neuropathology of Alzheimer’s disease (AD), 
(Devinsky, Sato, Conwit & Shapiro,1990; Holland & Oliver, 1995). The same authors 
report that the onset of AD, in this population, is typically early in life ( as early as the 
fourth or fifth decade) and nearly all individuals with DS over the age of thirty-five
2 1
show the same neuropathological features as are found in all elderly people with AD.
The aim of the study was to explore whether The Rlvermead Behavioural Memoiy  ^Test 
for Children (RBMTC)(^1 Sum Ivam-Cliaiian & Aldrich, 1991), could be used as a 
suitable measure to assess memory in those individuals with DS over the age of thirty 
and therefore at risk of developing AD. Hon et al (1988) rationale for tliis was tlie hope 
that the identification of developing memory impairments with age, and the diagnosis of 
AD if present, could form the starting point for developing appropriate care strategies to 
support people declining in ability  ^(Holland, Karlinsky & Berg, 1993).
Hon, Huppert, Holland & Watson (1988), used a sample of seventy-four individuals 
with DS who met the age criteria for the study. These individuals were drawn from a 
variety of sources including health authority records, day centres, community teams for 
people with learning disabilities and residential services. There was no attempt to select 
for abilit)' and, to the authors knowledge all those individuals within the catchment area 
of the study, and over thirty years of age, were included. Testing took place either at 
home or at an adult day centre, using the RBMTC, which is well standardized and has 
population norms.
Twenty-one members of the sample population were unable to complete the test due to 
their level of learning disabilit}% or some other severe sensory' problem. In addition ten
m U i  v iv iu c u o  c i i i v a v i y  u a u  a  v t ic ig ;i iv /a io  v /i
Results showed a significant difference between memory scores in the 30-44 years and 
the over 54 year old age group, in favour of the former. It could be possible that 
previous educational input received by the younger group may have been an important 
influence in their better performance. In addition it was noted that scores differed across 
individual day centres.
In summary, the results showed that, with the exception of the severely impaired 
group, the RBMTC could be used to assess memory' function. Scores suggest that the 
test may be able to measure decline over time. However, the variation across different 
test centres suggests that for such a use to be adopted the test needs standardizing 
against this particular’ population.
Hon, Huppert, Holland & Watson (1988), suggest that these encouraging results
2 2
should be developed further using a longitudinal design. However, what this paper 
does illustrate is the importance of a more global approach to assessment. With DS 
there is a strong suggestion of a genetic predisposition for AD. However, this provides 
little knowledge about any one individual. A more functionally based assessment 
informs the clinician about the current abilities of that individual and allows predictions 
to be made about the future. In a wider context this allows predictions to be made about 
a particular population which can facilitate the planning of any future provision of care.
From the above it can be seen that although diagnosis and evaluation can be vital 
components of the assessment procedure it is important to adopt a global stance which 
includes biological, psychological and environmental factors. This is particularly 
important in the area of learning disability because of the role of biological variables and 
also because of the vulnerable position occupied by such individuals within our society. 
Those with more severe presentations may play little role in their own assessment. 
Consequently there is a danger that a reaction to an inappropriate intervention may itself 
be seen as challenging behaviour instead of that individual’s only way of 
communicating distress.
As Kroese (1997) commented:
''Assessment issues are breathtaking and daunting because of a lack of a clear model of 
human information processing in all it's individual facets, one that incorporates both 
developmental and socio-cultural influences''
In the light of the above statement it is important for clinical psychologists to continue 
to advocate and practice comprehensive assessment. This should include both 
assessment of the individual but also assessment of their own practice and efficacy. 
They should strive to use their role within multidisciplinary teams to influence other 
team members to adopt a more holistic view of the characteristics and experiences of 
those with learning disabilities. Assessment within learning disabilities should 
constitute more than a diagnosis or an evaluation and seek to achieve a deeper 
understanding of the individual and the world in which they live. In that sense it should 
ideally consist of a dynamic and global process rather than a static picture of an 
individual at one point in time.
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Child and Family Essay
Clinical depression is an adult phenomenon and is of 
little relevance for children and adolescents. Discuss.
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Introduction.
According to Herbert (1998), depression has only recently gained widespread 
recognition as a distinct problem in childhood and adolescence. Historically it was 
thought that children lacked the necessary cognitive development to experience 
depression (Birmaher, Ryan, Williamson, Brent, Kaufman, Dahl, Perel & 
Nelson,1996). However, a volume of literature has been amassed that appears to 
illustrate the existence of mood disorders in children and adolescents (Newman & 
Garfinkle 1992). Despite this volume of evidence, the major diagnostic texts, such as 
DSM-IV (American Psychiatric Association, 1994), do not include a distinct category 
for clinical depression in children.
This piece of work will initially discuss the various definitions of depression that have 
appeared in the research literature. Following this will be a discussion of the various 
methodological problems involved with this area of study including a review of some 
of the epidemiological studies that have been used to illustrate depression in children 
and adolescents. It will then move on to an explore the various theories used to describe 
depression in both adult and child populations. These different theories each have 
implications for diagnosis and treatment and these issues will be addressed. They also 
fuel an ongoing debate concerning the origins of the illness and whether it is realistic to 
consider it as a unitaiy phenomena or as a number of different but related conditions. 
This debate still rages regarding adult depression.
Definitions of Depression
The term depression has a number of meanings when applied to adult populations and 
the same is true of studies addressing the phenomena in children and adolescents, 
(Angold, 1988). Pearce (1977), commented that the term depression appeared to have 
at least three meanings. The first usage involved a lowering of mood such as would be 
expected as a normal response to emotional adversity. The second meaning of 
depression was that of an abnormality of mood causing a handicap and thereby 
constituting à specific disorder or syndrome. Finally, a third usage is that of a 
depressive mood qualitatively different from usual with a recognised etiology and 
prognosis. Pearce comments that most of the clinical research literature does not specify 
which type of depression is being referred to.
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Carlson & Cantwell (1980), used a threefold clinical description of depression. They 
suggested that the term could be used to describe a symptom of depression or to relate 
to a single component of dysphoric mood. In addition they described the syndrome of 
depression which encompasses a fairly reproducible group of signs and symptoms, 
regularly occurring together. Finally they describe depressive disorders and suggest 
that these may be distinguished from each other by various factors such as course of 
illness or treatment response.
It seems clear that there is no single definition of depression in current usage within the 
literature. DSM-IV (American Psychiatric Association, 1994), provides a list of 
diagnostic categories but the term is used more widely in the research literature. For 
example. Cole, Peeke, Martin, Truglio & Serczynski (1998), studied an American 
sample of 330 elementary school students and their parents. Two self-report measures. 
The Children’s Depression Inventory (Kovacs, 1992) and The Children’s Manifest 
Anxiety Scale (Reynolds & Richmond, 1978) were used to assess levels of depressive 
symptoms and anxiety symptoms over a three year period. These data were then used 
to examine the temporal relationship between symptoms of anxiety and depression in 
children. In this study a cluster of symptoms were used to describe a clinical condition 
without any diagnosis or clinical cut-off points being defined. It is unclear whether 
anxiety and depression, as used in the study, are referring to symptoms or a diagnosed 
clinical condition.
Thapar, Harold & McGuffin (1998), studied a sample of 270 monozygotic and 
dizygotic twins to assess their level of depressive symptoms and any relationship with 
genetic and environmental factors. Again, this study extrapolates a cluster of symptoms 
onto a clinical condition with no mention of clinical cut-off points or a formal 
diagnosis.
Ghaziuddin & Greden (1998), studied a small sample of 24 children with autism or 
pervasive developmental disorder, thirteen of whom were diagnosed with depression 
and eleven who were not. This sample were diagnosed with depression according to 
the DSM-III-R (American Psychiatric Association, 1987) criteria. Participants 
underwent a standard diagnostic protocol consisting of parent interviews, psychiatric 
observations of the child, psychological testing, educational assessment and speech and 
language evaluation. However, the authors then amalgamated the diagnoses of major
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depression, dysthymia and other categories of depression not otherwise specified. 
There are obvious difficulties, in terms of the sample characteristics, with comparing 
the results of this study with other studies of normal or psychiatric populations. 
However, even the use of recognised diagnostic criteria does not produce a unitary 
illness entity. Within this study the amalgamation of different disorders resulted in a 
nebulous construct which is difficult to compare with the results of other studies. This 
also raises issues of comorbidity which will be addressed in a later section.
Bemporad (1988) describes the existence of an “adultomorphic” approach to childhood 
depression within modem psychiatry. According to this position the conceptualization 
of depression is essentially extrapolated from adults and this is illustrated by the use of 
adapted adult diagnostic criteria with this group. The validity of such an approach has 
never been systematically or comprehensively examined.
Issues of measurement.
There are a variety of methods and instruments that have been used to gather data 
regarding depression in child and adolescent populations.
Angold (1988), reported that many of the older studies of childhood depression, 
published in the late 1950’s and 1960’s employed measures of overall mental or 
behavioural impairment. Some also included reported rates of individual symptoms. So 
no uniform method of establishing the presence of depression, even accepting 
variations in definitions of the term, was arrived at.
Although parental checklists and measures have now been developed, many studies 
have used less structured and standardised self-report measures. In addition, 
information may be gathered from parents. It is not always clear whether the 
symptoms, that parents report, actually constitute abnormality. In the light of this 
parents may actually be reporting what amount to normal mood fluctuations as evidence 
of psychopathology or under-reporting important symptoms. Parents may actually be 
reporting the external events they observe rather than the child’s internal state. 
Alternatively, a child’s self-report measure may actually lead to an underrecognition of 
the extent of a problem. This may be because a disorder remains hidden by the child or 
that the child does not recognise in themselves the symptoms that the adult clinician is
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seeking to assess (Rand & Ficken, 1987).
Kashani, & Sherman (1988), comment that many studies use self report measures 
rather than structured diagnostic interviews. They state that this fact alone makes any 
generalizability of results highly suspect. They speculate that it is possible many 
researchers did not adopt standardized criteria because affective disorders, and 
particularly depression, cannot yet be reliably diagnosed in childhood and adolescence. 
This again illustrates the research in this area using a variety of definitions and 
measures of symptomatology whilst assuming that a unitary phenomenon (depression 
in children) is being studied.
Birmaher, Ryan, Williamson, Brent & Kaufman (1996), commented on two 
standardised rating scales that have been developed in this area. The Child Behaviour 
Checklist ( Achenbach & Edelbrock, 1981) and The Children’s Depression Inventory 
(Kovacs & Beck, 1977; Kovacs, 1992), were both designed or adapted to illustrate 
depressive symptoms in children and adolescents. In the case of the Children’s 
Depression Inventory this was first developed with an adult population and then piloted 
in children at a later stage. The Children’s Depression Inventory is not a diagnostic tool 
but does provide a cut-off score which suggests clinical intervention. These scales are 
not used for diagnosis due to their low specificity. That is, many of the symptoms 
included are common to a number of psychological states or conditions. For example 
The Child Behaviour Checklist (Achenbach & Edelbrock, 1981) compounds anxiety 
and depression into a single construct, (Angold, 1988). Such instruments can be used 
to screen for symptoms, gauge their severity and as an outcome measure in clinical 
work. However, when used in research they do not establish whether what is being 
measured actually represents depression. Despite this, Romano & Nelson (1988), 
report that children can validly report their depressive symptoms, using these 
standardised measures and this shows high levels of agreement with parent’s rating of 
the child’s depression.
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Epidemiological Studies.
In the last twenty years a considerable amount of research has been conducted in the 
area of depression in children and adolescents. This has illustrated that depressive 
symptoms are very common in populations of children referred for psychiatric, medical 
or educational problems (Angold, 1988).
Birmaher, Ryan, Williamson, Brent, Kaufman, Dahl, Perel & Nelson (1996), 
reviewed various population based studies conducted in the U.S.A. and reported 
prevalence rates of depression in children ranging between 0.4% and 2.5%. In the 
same review the prevalence rate of depression reported from various studies of 
adolescent populations ranged between 0.4 to 83%. They also found a reported 
lifetime prevalence rate of major depressive disorder in adolescents ranging from 15% 
to 20%. This is a similar prevalence rate to that reported in adult populations which 
suggests that depression in adults may often begin in adolescence.
In terms of gender, the review suggested that girls and boys show approximately the 
same rates of depression. In adolescence there is a change, with approximately twice as 
many females receiving the diagnosis as males. Again, this parallels the ratio reported 
in adult populations. This phenomenon will be explored in a later section. Birmaher, 
Ryan, Williamson, Brent, Kaufman, Dahl, Perel & Nelson (1996), in their review, do 
not report how these studies measured the phenomenon of depression. Problems with 
measurement and the lack of consistent methods within the literature have been 
mentioned above.
Whilst such evidence appears compelling regarding the existence of depression in child 
and adolescent populations there are a number of methodological problems in this area. 
These problems exist within individual studies and this also leads to questions 
regarding the validity of comparing the results in order to arrive at a reliable estimate of 
prevalence within the general population. Birmaher, Ryan, Williamson, Brent, 
Kaufman, Dahl, Perel & Nelson (1996), describe an amalgamation of depression. 
Dysthymic Disorder and Major Depressive Disorder (DSM-IV) when reporting their 
results. Whilst all these labels describe a mood state, two are clinical diagnoses whilst 
one is not. In addition, these conditions may be assessed in a variety of ways 
depending on the study.
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Sample Populations.
Kashani & Sherman (1988) observed that the reported prevalence of childhood 
depression varies considerably depending on the above variables and also the sample 
characteristics.
Birmaher, Ryan, Williamson, Brent, Kaufman, Dahl, Perel & Nelson (1996), state that 
both clinic-referred and population samples of adults and children indicate an increase 
in the likelihood of developing a mood disorder and that such disorders are manifesting 
themselves at a younger age.
As mentioned above, U.S.A. population based studies have reported prevalence rates 
of depression in children ranging between 0.4% and 2.5%. Clinical populations, such 
as referrals to child psychiatry services have reported high rates of depression of up to 
one-third of the referrals, (Vostanis, Feehan, Grattan & Bickerton, 1996). By 
definition clinical samples are different to population samples. As has already been 
stated most population studies employ measures of assessment and symptoms that do 
not seek to establish caseness or the presence of a diagnosable clinical disorder. Clinical 
populations, from whatever source, are selected on the basis of attending a service or 
manifesting a range of symptoms consistent with a particular disorder. As has been 
mentioned above, the various definitions of depression adopted in research studies may 
be very different. Therefore it is questionable whether such samples are comparable at 
all.
Some clinical studies have treated non-adult populations as an homogenous group and 
this may be unwise in the light of the developmental differences which will be 
addressed in a later section. For example, Vostanis, Feehan, Grattan & Bickerton
(1996), compared a cognitive-behaviour treatment, for 57 outpatient children and 
adolescents with depression, with a non-focused control intervention. The control 
condition was an unstructured review of mental state and social activities. Whilst 
reporting impressive treatment effects for the cognitive behaviour condition no attempt 
was made to control for age differences.
The sample had an age range of 8 to 17 years and a mean of 12 years. However, it was 
acknowledged that although there were no significant differences between younger and
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older subjects, the children presented with less severe psychopathology (i.e mild 
depression) than the adolescent group. Other researchers (Powell & Gei, 1991) have 
noted that both adults and adolescents with depression can improve on a number of 
variables, through a number of treatment modalities regardless of whether those 
variables were targeted by that treatment. These include variables measuring areas such 
as psychosocial functioning and negative cognitions. Therefore it is possible that, with 
a milder presentation, the child group had different characteristics but benefited 
sufficiently from the therapeutic contact to show comparable improvements on 
symptomatology to that demonstrated by the adolescent group. Without a finer grained 
analysis it is impossible to say with any certainty.
As with the definition and measurement of depression in adult, adolescent and 
childhood depression the literature appears to assume a homogeneity in population 
samples which may not be warranted.
Comorbiditv.
Birmaher, Ryan, Williamson, Brent, Kaufman, Dahl, Perel & Nelson (1996), reported 
that 40% to 70% of children diagnosed with depression have a comorbid psychiatric 
disorder. At least 20% to 50% have two or more comorbid diagnoses. Problems of 
measurement and whether depressive symptoms develop as a temporary consequence 
of the comorbid disorder mean that caution must be used in treatment and diagnosis. 
Comorbid disorders appear to influence prognosis and the risk of recurrent depression. 
Birmaher et al (1996), described the possible existence of distinct etiological 
subgroups. They described depressed patients with comorbid disruptive behaviours as 
having worse short-term outcome, a higher incidence of adult criminality, more suicide 
attempts and a higher response to placebo treatments. In contrast the high comorbidity 
of depression and anxiety show a clinical pattern of increased severity and duration of 
symptoms and a poorer response to psychotherapy. This again suggests that there are a 
variety of separate and mixed presentations of depression rather than a single and well 
defined disorder.
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Developmental Differences.
There are distinct differences in presentation, with child and adolescent populations, 
depending upon the individuals developmental level. Gelfand, Jenson & Drew (1997), 
state that depressed children and adolescents resemble depressed adults in many, but 
not all, ways. Infants, toddlers, schoolchildren and adolescents all have idiosyncratic 
elements to their presentation. For example very young children may present with an 
increased number of somatic symptoms whilst adolescents may show a greater amount 
of explicitly negative thinking and increased risk taking, (Herbert, 1998).
There are various developmental models within psychology. Piaget’s Theory of 
Cognitive Development (Piaget, 1973), describes four main stages of intellectual 
growth. The Sensori-Motor stage lasts until the child is approximately 18 months old. 
As the title implies this is a stage during which the infant explores sensory input for the 
first time and is essentially egocentric. That is, the child makes no distinction between 
itself and the rest of the world. The Pre-Operational stage follows this and lasts until the 
child is approximately 7 years old. This sees the beginnings of symbolic thinking and 
the development of language (Gross, 1987). Both these stages involve the expression 
of low mood and distress through somatic and behavioural symptoms. Infants may cry 
excessively, have problems with feeding and sleeping and show some developmental 
delay. Slightly older, pre-school aged children may show similar clusters of somatic 
symptoms. In addition, their more social environment may lead to problems with peers, 
negative self-image and, again, some developmental delay. Both stages are typified by 
overt, behavioural expressions of low mood and distress, (Gelfand, Jenson & Drew, 
1997).
The Concrete Operational and The Formal Operational stages of development see more 
abstract, and essentially adult patterns of thinking (Gross, 1987). The Formal 
Operational stage begins at approximately 12 years of age. Somatic symptoms are still 
present but fatigue, anhedonia, suicidal ideation, recklessness and a more diagnostically 
familiar pattern emerges (Gelfand, Jenson & Drew, 1997).
Piaget’s Theory of Cognitive Development (Piaget, 1973) describes developmental 
differences in the expression of low mood and distress that must cast doubt on the 
validity of using an adult classificatory system to diagnose depression. In addition.
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many of the external symptoms used to diagnose low mood in children may actually 
constitute normal behaviour which is being pathologised by adult assessment 
(Lefkowitz & Burton, 1978).
With no separate diagnostic category for depression in younger children included in the 
DSM-IV the reliability and validity of the label being applied must be questionable. The 
different clinical theories that have been proposed to explain depression in children cast 
doubt on whether the condition should be considered as a unitary concept or a number 
of different disorders. These clinical theories will be explored in a later section.
Gender Differences.
The onset of the more familiar adult presentation of depression in adolescence sees an 
increasing gender imbalance emerging. As mentioned above, before the age of thirteen 
male and female prevalence rates are approximately the same. During adolescence 
approximately twice as many females are diagnosed with depression as males. This is 
the same ratio seen in adult populations. There is little evidence to explain this 
phenomenon at present, (Hawton, Salkovskis, Kirk & Clarke, 1996). However, both 
the involvement of hormonal and other physical changes in puberty and the adoption of 
socialised, gender roles have been suggested, (Gelfand, Jenson & Drew, 1997).
Theories of Depression in Children and Adolescents.
Whilst a large volume of literature has sought to illustrate the existence of depression in 
children and adolescents it is clear that a number of methodological problems exist that 
leave definitive statements difficult to make. There are also a number of psychological 
theories that have sought to explain depression in this area. These various theories each 
have implications regarding diagnosis and treatment. Although the debate is similar to 
that concerning the phenomenon of adult depression, issues of developmental stage and 
cognitive maturity further complicate an already confusing picture.
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Psychoanalytic and Attachment Theories
Historically, depression in children had not been thought to exist. It was thought that 
children lacked the necessary psychological maturity to experience depression and this 
was informed by the work of psychoanalysts such as Sigmund Freud (1965/1917).
The psychoanalytic description of adult depression describes it’s origin in a 
constitutional predisposition towards an oveireliance on oral stimulation as the source 
of reassurance and pleasure, (Gelfand, Jenson & Drew, 1977). This predisposition and 
need for reassurance would make the individual highly vulnerable to any real, or 
perceived rejection. These early experiences of loss could be seen as traumatic events 
that leave psychological scar tissue. Consequently, a blow to that person’s self-esteem 
later in life could reignite these older conflicts and appear as depression.
The essential argument against the existence of depression in children was therefore, 
that children had not sufficiently developed psychologically to experience depression. 
However, this did not preclude them experiencing it later in life.
This view remained largely unchallenged until the work of Spitz (1945). Spitz was the 
first researcher to attempt to identify depression in childhood as a separate syndrome. 
Flis studies involved observations of hospitalized American children who were 
separated from their mothers. He reported observations of retarded intellectual, social, 
skeletal and motoric functions which he attributed to the separation. Spitz called this 
presentation anaclitic depression and presented a clinical syndrome similar to that found 
in depressed adults (Lefkowitz & Burton, 1978).
Whilst this would seem to illustrate that children can and do experience depression there 
are a number of criticisms of Spitz’s concept of anaclitic depression. Pinneau, (1955) 
criticised the measures used in this work. Spitz used tests that were standardized 
against a sample of children from Vieima. This was a materially disadvantaged group 
which raised questions about the reliability of this measure. In addition it was applied to 
Spitz’s American sample without any restandardisation. The most prominent feature of 
anaclitic depression is developmental retardation, which may have been a major feature 
of the Vienna sample. It is difficult to say, without a restandardised measure, whether 
this was such a prominent feature in the American sample.
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In addition, Seligman (1974) argued that what Spitz was actually describing was 
Seligman’s own model of learned helplessness. This involves an organism learning that 
there is a noncontingent relationship between any response it makes and it’s desired 
outcome. In other words it learns that it is helpless. In the case of a child this would 
mean learning that no response will bring back the mother. This, in turn leads to a 
cessation of responding, or the behavioural retardation reported in anaclitic depression 
(Lefkowitz & Burton, 1978).
Another body of work concerning infant and mother separation is that of Attachment 
Theory (Bowlby, 1969/1982). As in anaclitic depression Bowlby described infants as 
experiencing severe anxiety if faced with major separation from their primary caregiver. 
This could be both physical and psychological. An example of psychological separation 
would be if a parent became clinically depressed themselves and became withdrawn or 
unresponsive. The major difference between this theory and anaclitic depression is that 
this experience prevents the child forming a good internal representation of a major 
attachment figure. This is important because it is theorised that this representation 
normally serves as a psychological buffer against future losses. The end result is that 
the child has an internal model of an unreliable, major attachment figure and that they 
perceive themselves as unlovable.
The major difference in these two descriptions of separation and depression in children 
is in prognosis. Spitz described a behavioural phenomenon which is essentially 
remediable with later, more positive experiences. Bowlby speculated that early 
experiences were crucial for later life. An early experience of loss could result in 
insecure attachment and so predispose the person to developing depression later in life 
when other losses occur (Gelfand, Jenson & Drew, 1997). However, neither theory 
helps differentiate between normal and clinical behaviour in children and adolescents. 
Adult models and diagnostic criteria of depression and ideas regarding the symptoms of 
depression may lead to the pathologising of essentially normal behaviour in this 
younger population.
Both psychoanalytic and attachment theories are difficult to prove. Whilst the 
behavioural presentation of anaclitic depression and an infant’s anxiety at separation 
from the mother can be demonstrated, it is impossible to establish a causal link with 
later episodes of depression. It may be that anaclitic depression constitutes a pre­
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programmed biological reaction to separation designed to prompt the mother to attend to 
and not neglect the child. In that sense it may have no bearing on later 
psychopathology. It is also possible that a child who is neglected by or separated from 
his/her mother may continue to have a different experience throughout their childhood 
and later life. Consequently this does not necessarily mean that the genesis of their 
depression is located exclusively in their very early experiences.
Cognitive and Learning Theories.
Although the majority of these theories were developed with reference to adult 
populations, as with psychoanalytic and attachment theories, they place less of an 
emphases on early experiences. In addition cognitive and learning theorists place no 
emphasis on unconscious conflict.
Beck’s cognitive theory, (Beck, 1976), suggests that individuals form assumptions, or 
rules, about the world which they then use to organise perception and to control and 
evaluate their behaviour, (Fennel, 1996). The problems arise when some rules or 
assumptions become rigid, extreme or resistant to change. At that point they become 
dysfunctional and once activated can produce an upsurgance of negative automatic 
thoughts. These typically form a triad consisting of negative views of the self, the 
world and the future. This process leaves the individual vulnerable and can result in the 
development of depression.
It seems logical that in order for a cognitive model of depression to have any utility an 
individual must have achieved a level of cognitive maturity equivalent to that seen in 
adults. Children under the age of five may seem easily distracted and have problems 
maintaining a direct focus for any length of time, (Herbert, 1998). This usually changes 
dramatically between the ages of five and seven when the child may move from 
concrete operational thinking to what Piaget referred to as formal propositional 
thinking, (Inhelder & Piaget, 1964). It may be that prior to this move away from more 
concrete thinking, a child lacks the necessary cognitive sophistication for Beck’s 
model. It may also be that early experiences are reflected upon at a later stage of 
childhood, which may then result in the formation of dysfunctional assumptions.
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There is some experimental support for this model. Kashani & Sherman (1988), 
reviewed the literature and reported that the self-concepts of depressed children were 
different from nondepressed children. They also stated that a negative view of the 
future had been found in a clinical sample meeting DSM-III (American Psychiatric 
Association, 1980) criteria for a major depressive disorder and in a sample of children 
with depressive symptomatology. They did, however, state that no research existed to 
support the view that depressed, preadolescent children had negative views concerning 
the world.
Learning theories emphasis the development of depressive behaviour through 
interaction with the environment. The reinforcement-loss approach suggests that a 
severe reduction in predictable, and earned positive reinforcement may produce 
depressed behaviour, (Lewinsohn, 1974). Lewinsohn described depressed people as 
first suffering extinction, or near total loss of reinforcement. Following this they will 
initially show an emotional outburst (an extinction burst) and when this has no effect 
they become passive and withdrawn. A common criticism of this theory is that a major 
loss cannot always be identified as precipitating the depressive episode ( Sue, Sue & 
Sue, 1994). In addition pharmacological treatments may restore normal functioning 
without issues of social reinforcement being addressed.
As mentioned above, a similar learning theory is that of learned helpless as proposed by 
Seligman (1974). In this approach the persons early experience of finding themselves 
helpless in the face of unavoidable major stressors leads to passivity, helplessness and 
hopelessness when they encounter similar stressors later in life. Seligman’s theory has 
its origins in observations made on laboratory animals and may not lend itself well to a 
grand theory of human depression. Learned helplessness in animals has been shown to 
disappear spontaneously within 72 hours of the state being induced. In addition the 
observed helplessness of laboratory animals did not appear to be a learnt reaction but 
one that was an automatic, unconditioned response to inescapable aversive stimuli, 
(Kaufman, 1994).
A similar phenomenon to learned helplessness has been demonstrated in a less severe 
form by Dweck (1977). In this study children showed a much less extreme form of 
learned helplessness whilst attempting to complete unsolvable puzzles. However, as 
has been mentioned above, the onset of depression frequently occurs with no
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identifiable antecedent and at this point it is impossible to predict which child will 
become passive in a stressful situation and which will resist.
Biological and Genetic theories.
There is a lack of research regarding the proposed genetic link with depression in 
childhood. Twin studies involving adult samples have found a strong familial 
component to all mood disorders (American Psychiatric Association, 1987). However, 
almost no studies have focussed on child or adult depression, (Gelfand, Jenson & 
Drew, 1997). This is partly due to the fact that it has only relatively recently been 
clinically recognised. However, as mentioned above, there is no reliable diagnostic 
syndrome and this would be necessary for research of this type to be conducted.
Treatments.
There is a body of evidence showing that antidepressant drugs are less effective for 
children and adolescents than for adults. Birmaher, Ryan, Williamson, Brent & 
Kaufman (1996), reviewed the literature and found that in open pharmacological trials 
with depressed children 60 - 80% responded to tricyclic antidepressant treatment. 
However, more methodologically rigid controlled double-blind trials, have all reported 
no significant differences between placebos and tricyclic antidepressants, (Kashani & 
Sherman, 1988).
With adolescents, diagnosed with a Major Depressive Disorder (DSM-IIIR), open 
trials have reported a 44 - 75% improvement with tricyclic antidepressants. However, 
there were no studies using double-blind trials that reported increased efficacy of 
tricyclic antidepressants over placebo treatments, (Birmaher, Ryan, Williamson, Brent 
& Kaufman, 1996).
Whilst this would appear to indicate that tricyclic antidepressants are no more effective 
than placebo treatments there are a number of methodological limitations with the 
research that have to be considered. Most of the reviewed studies used small samples. 
Most studies included participants with mild to moderate as well as major depression. 
Issues of comorbidity meant that participants with a secondary diagnosis of depression 
may have had a higher placebo response. Trials typically lasted for 6 to 8 weeks and it
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may be that longer periods of administration would produce higher rates of 
improvement. Finally some studies administered possibly insufficient doses of 
medication, (Birmaher, Ryan, Williamson, Brent & Kaufman, 1996).
Psychological treatments for depressed children and adolescents vary in their reported 
efficacy. Gelfand, Jenson & Drew (1997), observed that nondirective or 
psychodynamic forms of therapy are difficult to conduct with young children because 
they have difficulty understanding and describing their feelings of anxiety, depression 
and concern. This is interesting as it implies that it is not the feelings that do not exist 
but the means of communicating them. Various forms of play therapy exist which 
attempt to access unconscious thought processes but there has been little systematic 
exploration of their efficacy, (Russ, 1995).
Cognitive behavioural treatments (CBT) have been used with children and adolescents 
and results suggest some efficacy, (Vostanis, Feehan, Grattan & Bickerton, 1996). 
Gelfand, Jenson & Drew (1997), reported a study conducted by Lewinsohn, Clarke, 
Hops & Andrews (1990), which appeared to have a significant effect on reducing 
depression in a sample of adolescents.
Lewinsohn, Clarke, Hops & Andrews (1990), have developed a CBT intervention for 
groups of three to eight adolescents. The programme runs over 16 sessions and takes 8 
weeks to complete. The course is intended to reduce feelings of self-consciousness and 
feelings of being different. Members are taught that depression results from life 
stressors and that they are going to leam new ways to deal with their moods.
Experimental analysis of this programme showed encouraging results. Between 54% 
and 67% of the treated adolescents no longer met DSM-IIIR ( American Psychiatric 
Association, 1987) criteria for an affective disorder compared with only 5% to 48% of 
those in the waiting list control group, (Lewinsohn & Rohde, 1993).
With the exception of the pharmacological treatments, psychotherapy for depression in 
children and adolescents involves relearning more adaptive behaviours, or resolving 
past conflicts. Birmaher, Ryan, Williamson, Brent & Kaufman (1996), suggest that 
with the high degree of comorbidity and the psychosocial and academic consequences 
of depression, it is important to adopt a multimodal treatment approach. In addition, the
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high incidence of parental mental health problems suggests the need for further work 
regarding family treatments, or at least the concurrent treatment of depressed parents 
and children. It remains unclear whether psychodynamic, cognitive, attachment or 
learning Üieories individually offer the best explanation for depression. It does appear, 
however, that the consequences of depression manifest themselves on a systemic level. 
In that light and, particularly where families are concerned, a multimodal treatment 
approach may be the most effective course of action. This could be the case both in 
resolving current episodes of depression and in preventing future relapse. Further 
research is needed in this area.
Conclusions.
The available research concerning depression in general, and depression in children and 
adolescents in particular, presents a confusing picture. Large epidemiological studies 
have demonstrated the presence of the symptoms of depression in varied population 
and clinic based samples. However, the variety of methods, measures and definitions 
used in these studies make comparative statements difficult to justify.
Theories of depression see early experience as significant regarding later episodes of 
depression. Psychodynamic and attachment theories stress very early experiences of 
abandonment. The cognitive and learning theories see this as something that is learnt by 
interacting with the environment. However, both stress the effect that formative 
experiences can have for later prognosis. It remains unclear whether very young infants 
show a biologically regulated separation reaction, as described in anaclitic depression, 
and whether this has any bearing on later episodes of depression. Family studies have 
suggested that the environment has a crucial part to play. It may be that early separation 
has little effect on later psychopathology and a more parsimonious explanation is in 
later patterns of social interaction.
Overall, there does appear to be evidence that children and adolescents do suffer from 
mood disorders. What remains unclear is whether using the adult concepts and 
diagnostic criteria for depression has any real validity. Developmental differences, 
treatment outcomes and patterns of normal chid development all suggest that clinicians 
are manufacturing a unitary phenomena out of essentially different presentations. In 
addition clinicians may be pathologising patterns of normal child development to fit an
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“adultomorphic” view of the child’s world. Without more methodologically robust 
studies into mood disorders and depression at different ages, the relevance of adult 
models and diagnostic criteria to children and adolescents remains questionable.
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Understanding Stress Amongst Those Caring For a 
Relative Suffering Dementia. How Might These Models 
Influence Approaches To Supporting Carers?
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Introduction.
The demographic profile of most western countries reveals a trend towards an 
increasingly aged population, (Pearlin, Mullan & Skaff, 1990). With the prevalence of 
dementia ranging from 2% of persons aged 65-70, to 20% in those over 80 years of 
age (Royal College of Physicians, 1981), the increase in the overall number of older 
adults has led to an increase in the numbers of those suffering from dementing 
illnesses. This constitutes an increasing public health problem in the United Kingdom, 
(Huckle, 1993).
Healthcare philosophies and governmental policies are both striving to help people with 
dementing illnesses to remain in their own homes for as long a possible. This policy 
means that the majority of the burden of care falls to the relatives of those suffering 
from a dementia, (Huckle, 1993). This situation has begun to generate a substantial 
volume of research. A number of psychological models and theories have been 
proposed in this area and although this work remains in its infancy the literature has 
begun to explore how such models could inform and influence approaches to 
supporting caregivers.
This piece of work will begin by providing an overview of the phenomenon of 
dementia and report the number of people caring for relatives suffering from a 
dementing illness. It will then go on to describe the methodological problems 
encountered when researching this clinical area before examining the various models 
that have been proposed. After reviewing the relevant literature concerning the 
interventions proposed for caregivers it will conclude by suggesting future directions 
for research.
Dementia.
Lishman (1998), defined dementia as a global deterioration in mental functioning in an 
otherwise alert patient. The dictionary definition of dementia is an irrecoverable 
deteriorative mental state (Taber’s Cyclopedic Dictionary, 1973). Whilst being a general 
medical term describing deteriorating cognitive functioning, the term dementia has also 
become synonymous with the group of organic brain diseases most commonly found in 
populations of older adults, (Woods, 1999). The most notorious example of these
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illnesses is Alzheimer’s disease (AD) and in common with the other related dementias, 
mental impairment is progressive and ultimately fatal. Whilst different dementias have 
distinct clinical features, the global impairments in the individual’s functioning and the 
increased dependence on others are central features of AD and the related dementias, 
(Woods, 1999).
The Demographics of Dementia and Family Care-giving.
It is estimated that there were approximately 600,000 dementia sufferers in Great 
Britain in the early 1990’s, (Morris, 1993) and that there will be more than 700,000 
people with dementia in the United Kingdom by 2001, (OPCS, 1991). Gray & Fenn 
(1993), estimated that the cost of providing hospital, residential and primary care for 
people diagnosed with AD, in England alone was approximately £1139 million for 
1990/1. Eighty percent of people suffering from a dementing illness are living at home 
with a family member or spouse, (Kay, Beamish & Roth, 1964). Similar figures are 
provided for the United States of America, (OTA, 1987). This demographic trend has 
been accompanied, in the United Kingdom by a reduction in the provision of 
institutional facilities available to this patient population, (Grundy & Aiie, 1982). It has 
been estimated that less than 15% of all care-giving days in the community are provided 
by formal services, (Doty, Liu & Dwyer, 1990). The cost of informal care provided by 
families has been estimated at £1 billion per year for AD alone, (Family Policy Studies 
Centre, 1988). The scale of this patient population and the role that relatives perform in 
this area has prompted a great deal of research interest. This interest has examined the 
psychological processes underlying the experience of care-giving, the positive and 
negative impact of the care-giving experience and what interventions may be useful in 
limiting care-giver stress and ultimately improving the quality of care and quality of life 
of the person with dementia.
Methodological Difficulties.
A major difficulty in this research area is the lack of a shared definition of what 
constitutes a care-giving relative. This can range from a co resident relative providing 
minimal or no direct care to a relative living separately who provides a high level of care 
to a relative still maintained in their own home, (Gilleard, 1984).
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As with many areas of psychological and medical research, the majority of literature has 
been produced in the USA. Results must therefore be interpreted in the context of a 
particular country’s healthcare system, (Davis & Knapp, 1988). There may be different 
cultural norms and expectations of care-givers, (Connell & Gibson, 1997) and the 
financial and institutional support available may differ greatly.
Samples of care-givers are usually from those already in contact with services. This 
may lead to a biased sample as those already seeking support may represent an 
unhealthy sub-population. Alternatively it may be that those most distressed may not 
respond to invitations to participate in research, again resulting in an unrepresentative 
sample, (Wijeratne, 1997).
Most sample sizes in this area are small and studies may lack any control group. 
Thompson & Thompson (1999), conducted a review of the literature published 
regarding the effectiveness of interventions with the carers of AD sufferers. Their 
review selected only six studies that met the criteria of being a randomised controlled 
trial. Even the selected studies were felt to have so little in common (in terms of 
measured variables and the nature of the interventions) and also to be reporting too few 
clear statistically significant results for firm conclusions to be made in this area.
Another difficulty is that measurement instruments may be adaptations of standard 
psychiatric instruments or specifically developed scales such as the Relatives Stress 
Scale, (Greene, Smith, Gardiner & Tumbury, 1982) or the Burden Interview, (Zarit, 
Reeve & Back-Peterson, 1980). These instruments assume that care-giving has 
negative consequences making them inappropriate to use with non-care-giving control 
groups, (Wijeratne, 1997). Finally the research literature has tended to treat dementia as 
a unitary stressor rather than a complex interplay of a number of factors, (Goods, 
Haley, Roth & Ford, 1998).
Models of Caregiver Stress.
Pearlin, Mullan, Semple & Skaff (1990), introduced the concept of a care-giving 
career. This constitutes a developmental process of socialization through key 
transitional events from the initial diagnosis of the relative’s illness to their eventual 
placement in an institution, or death at home depending on the final stages of their
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illness. According to their Stress Process Model, the care-giver’s subjective experience 
of caring depends upon the stressors, available resources and the point that the 
individual has reached in their care-giving career. The model therefore views care-giver 
stress as a consequence of a process comprising a number of interrelated conditions. 
This borrows much from the work of Lazarus & Folkman (1984). The Transactional 
model of stress postulated that the experience of stress resided neither in the individual 
or the situation. Rather it resided in a transaction between the two and is dependent on a 
number of factors such as the emotions and meaning that we attach to them and the 
psychological, physiological and material resources that the individual has at their 
disposal, (Sue, Sue & Sue, 1994).
The Stress Process Model comprises four domains. These domains are the background 
and context of stress, the stressors, the mediators of stress and the outcomes of the 
manifestations of stress, (Pearlin, Mullan, Semple & Skaff, 1990). The background 
and context of stress component of the model describes the potential influence and 
consequences of the caregiver’s characteristics. These would include a myriad of 
factors such as age, gender, education, economic attainments and ethnicity. This profile 
will effect the types and intensity of stressors to which people may be exposed and 
dictate the personal, financial and social resources that are available to the individual. It 
may also effect the way in which stress is expressed by the individual, (Pearlin, 
Mullan, Semple & Skaff, 1990).
The stressors that are described by the caregiver’s stress model are divided into primary 
and secondary stressors. Primary stressors derive directly from the needs of the patient 
and may also include a number of components. The first of these is the patient’s 
cognitive status. The caregiver must provide care and attempt to maintain their 
relationship with the patient in the face of memory loss, recognition failures and 
communication difficulties, (Pearlin, Mullan, Semple & Skaff, 1990). In addition the 
caregiver may have to manage a number of problematic behaviours such as wandering 
or aggression. The third component contributing to primary stressors is the number of 
daily activities that the caregiver must perform for the patient. These may range from 
managing finances to basic self-care tasks. All of the above may serve as a painful 
reminder to the caregiver about the changes that are taking place in their relative, 
(Pearlin, Mullan, Semple & Skaff, 1990).
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Secondary stressors are conceptualised as stressors arising from the experience of 
primary stressors. These have been broadly separated into role strains and intrapsychic 
strains. Role strains can occur both inside and outside of the caring relationship. 
Outside strains may include relationships with other family members, changes that may 
occur in terms of the caregiver’s occupation and the sacrifice of a social and recreational 
life as the demands of caring increase. Intrapsychic strains are more concerned with 
issues of self-concept. These may include changes in the sense of mastery, or control, 
that a caregiver feels in the face of a progressive and ultimately terminal condition. 
Therapeutically, the identification of primary and secondary stressors is felt to be 
important as it helps inform where the next component of the model, the mediators, 
may potentially intervene in the stress process, (Pearlin, Mullan, Semple & Skaff, 
1990).
Mediating factors are cited as the reason that different caregivers react to similar 
stressors in different ways, (Pearlin, Mullan, Semple & Skaff, 1990). Central to the 
concept of mediating factors is that caregivers are not passive recipients of primary and 
secondary stressors. They may make active attempts to modify or control the stressful 
events or conditions that they are exposed to, (Zarit & Edwards, 1999).
A number of broadly defined mediating factors have been identified by Pearlin, Mullan, 
Semple & Skaff, (1990). Social support has been widely studied and may be split into 
informal or formal sources. Informal social support would be defined as that provided 
by family and friends and formal support would be that available from formal or paid 
sources. Another broad category of mediating factors is that of coping. This entails the 
responses that people make to stressors in order to manage or avoid their harmful 
consequences, (Zarit & Edwards, 1999). These have been further defined into three 
styles of approach. Problem-focused coping includes strategies aimed at managing the 
stressors or situation giving rise to them. Cognitive coping is more focussed on the 
meaning of a particular stressful situation. Emotion focussed coping is concerned with 
a more direct management of the symptoms of stress, (Zarit & Edwards, 1999).
A third mediating factor is that of mastery, or the amount of control that the caregiver 
feels that they have over a particular situation. The Stress Process Model sees mediating 
factors as serving two basic functions. They can lessen the intensity of existing 
stressors and also limit or prevent the impact of primary stressors in terms of the
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experience of secondary stressors, (Pearlin, Mullan, Semple & Skaff, 1990). 
However, as with many coping strategies, efforts to manage stress can be maladaptive 
and even result in an exacerbation of the experience of stress, (Zarit & Edwards, 1999).
The final component of the Stress Process Model is that of outcome. This entails the 
effects that care-giving may have on the well-being of the caregiver. This can be both in 
terms of physical and psychological well-being, (Pearlin, Mullan, Semple & Skaff, 
1990). Although the majority of the research in this area has focused on the negative 
impacts of care-giving, questions have also been raised about the possible positive 
outcomes or benefits of care-giving. This remains an under-researched area but some 
researchers have speculated about the extent to which the sacrifices made by many 
family caregivers may reflect a willingness or benefit arising from the care-giving 
experience, (Zarit & Edwards, 1999).
Goode, Haley, Roth & Ford (1998), used the Stress Process model as the framework 
for a longitudinal study examining changes in physical and mental health in family 
caregiver’s of AD sufferers. A sample of 197 caregivers were recruited through an 
American memory disorders clinic. Of this number 130 were female, 67 male and 
overall there were 123 white and 74 African Americans in the sample. Each participant 
completed a structured interview and a questionnaire pack. This included measures of 
care-giving stressors (such as memory and behaviour problems in the relative and the 
extent to which the carer had to help their relative with self-care tasks and activities of 
daily living), à measure of the carer’s appraisals regarding those stressors, the extent of 
the carer’s social support, the carer’s existing coping strategies and finally measures of 
the carer’s mental and physical health. These measures were completed 12 months later 
and 122 of the original sample participated at both points of measurement.
The results showed that although the patient typically deteriorated over the twelve 
month period there was no evidence that this deterioration led directly to caregiver 
decline in either physical or mental health. More detailed examination of the data 
showed that other factors mediated in the caregiver’s appraisal of stressors such as 
social support and more active coping strategies as opposed to avoidance. The authors 
concluded that the results supported the Stress Process model and strongly suggested 
that psychosocial resource variables had a protective effect in term of caregiver stress 
outcomes, (Goode, Haley, Roth & Ford, 1998).
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A strength of the above study is its longitudinal design allowing adaptation to stress to 
be examined. The participants were also carefully selected and diagnosed at 
recruitment. Finally, they represented a varied demographic population allowing more 
confident generalisation of results. However, the study design did not contain a control 
group. Furthermore, the researchers did not explicitly identify the reason for the subject 
attrition at the second point of measurement. The authors themselves speculated on the 
high probability that some of those participants dropped out as a result of placements to 
nursing homes. It is therefore possible that those experiencing sufficient difficulty and 
stress to consider placing their relative into institutional care actually excluded 
themselves from the study and therefore created a sample bias at the second point of 
measurement.
A second model of caregiver stress was proposed by Levesque, Ricard, Ducharme, 
Duquette & Bonin (1998). These researchers adapted an existing model, The Roy 
Conceptual Model of Adaptation (Roy & Andrews, 1991), in order to examine 
caregiver stress. As with the Stress Process Model, much is borrowed from the stress 
and coping work of Lazarus & Folkman, (1984). In a similar way to the Stress Process 
Model, the Stress Adaptation Model examines a potential stressor and hypothesises a 
number of processes that define the extent to which the stimuli is perceived as stressful 
and the individual’s ability to cope with it.
When a Focal Stimuli, or an event that challenges the individual’s integrity, is 
encountered the individual must interpret it as either stressful or not. This is dependent 
on other Contextual Stimuli including factors such as gender, conflicts and available 
social and material support. The appraisal of the nature of the Focal Stimuli may lead to 
the use of Coping Mechanisms which may take a variety of forms and strategies. The 
result of the use of these Coping Strategies is an effect on the individual’s self concept, 
or the composite of beliefs and feelings that the individual holds about themselves at 
that point in time. This can either result in successful adaptation to the focal stimuli or 
psychological distress, (Levesque, Ricard, Ducharme, Duquette & Bonin, 1998).
Levesque, Ricard, Ducharme, Duquette & Bonin (1998), attempted an empirical 
verification of this model. The group of dementia caregivers consisted of an 
opportunity sample of 265 Canadians. The paper does not provide any gender or ethnic 
information about the sample and the nature of the relation of the caregiver to the patient
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is also not elaborated.
The various components of the model were examined using a number of established 
psychometric measures. The Focal Stimuli, or the perceived stress experienced due to 
the patient’s dysfunctional behaviour was assessed using the Revised Memory and 
Behaviour Problems Checklist (Teri, Truax, Longsdon, Uomoto, Zarit & Vitaliano,
1992). The Contextual Stimuli were assessed using two subscales of the Interpersonal 
Relationship Inventory (Tilden, Nelson & May, 1990). These assessed the perceived 
availability of social support or the social support received and any perceived or enacted 
conflict in relationships, (Levesque, Ricard, Ducharme, Duquette & Bonin, 1998). The 
Coping Strategies component of the model was assessed using the Indices of Coping 
Responses (Moos, Cronkite & Finney, 1990). Finally, the proxy measure of the Self- 
Concept component of the model were scales measuring psychological distress. The 
Brief Symptom Inventory (Derogatis & Spencer, 1982) was used with the caregivers of 
demented relatives.
This cross-sectional study supported the model in that it found a relationship between 
psychological distress, the perceived stressful nature of the focal stimuli, the 
importance of social support and the use of passive/avoidance coping strategies. 
However, a number of the other hypothesised relationships were not significant. The 
study was cross-sectional and lacked any control or non-care-giving conditions. It also 
assumed a negative experience from care-giving. The nature of the measures used also 
assumed the presence of particular stressors whilst the model predicts that it is not the 
stimuli but their perceived meaning and available resources that defines them as 
stressful. An example of this is the results concerning social support. The authors 
comment that social support was expected to be a positive factor in their study. 
However, results suggested that in some situations and for some individuals social 
support may actually hinder adaptation, (Levesque, Ricard, Ducharme, Duquette & 
Bonin, 1998). However, as with the Stress Process model the above model also 
illustrated the subjective nature of stressors and the potential impact that meaning and 
psychological coping strategies could have on that appraisal of a stimuli despite more 
material and tangible resources.
Both of the above models emphasise the subjective nature of the appraisal of an event 
as stressful. Consequently the various interventions proposed for caregivers have either
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attempted to alter the physical, or more tangible, sources of stress such as physical care 
or attempted to modify the caregiver’s appraisal of the care-giving experience.
Interventions.
A number of different interventions strategies have been attempted with those caring for 
a relative with a dementing illness. They all share the assumption that although the 
relative may be diagnosed with a chronic and largely untreatable disease, there are a 
number of dimensions of the stress process that may be modifiable, (Zarit & Edwards, 
1999).
The first key intervention that has been used with this client group is that of education. 
Zarit & Edwards (1999), conunented that there is often very little information available 
for caregivers. This is the case in a number of areas. The relatives may lack knowledge 
about the nature of the illness, what to expect as the condition progresses and what 
assistance and services are available to them. Toner (1997), examined the effectiveness 
of a written guide for carers of relatives suffering from dementia. The participants 
completed a semi-structured interview prior to receiving the guide and were then 
reinterviewed five weeks later. A control group of carers not receiving the guide were 
also assessed. The participants reported lower levels of stress since receiving the guide, 
at the second interview.
There is relatively little scientific evidence exploring the benefit of education with this 
client group. Much of the material has traditionally been provided by the voluntary 
sector such as the Alzheimer’s Disease Society, (Huckle, 1994). However, many 
intervention programmes contain an educational component as well as the other more 
psychotherapeutic components, (Wijeratne, 1997). The advantage of written material is 
that the carer can gain information without necessarily contacting services. In the first 
instance a carer may fear the potential stigma of seeking professional advice because of 
issues relating to their competence to continue caring for their relative.
In the context of the models of caregiver stress cited above the role of psychoeducation 
is to help correct some of the confusion or common misconceptions that may exist 
regarding dementia. These can be issues such as the availability or efficacy of various 
treatment. Kitwood (1998), commented that a consequence of depathologising
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dementia is a move away from the medical model. Whilst this may be the case for 
trained professionals, the caregiver may still be thinking about treatments that will arrest 
of reverse their relative’s decline. Thus education, whether it is in the form of written 
material or delivered by a professional can help establish a common understanding 
between clinicians and family carers which will facilitate better management of the 
illness. In addition, a better understanding of the nature of the illness can help avoid 
misunderstandings such as interpreting certain behaviours as motivated by an intent to 
annoy rather than organic impairment, (Zarit & Edwards (1999).
A second broad strand of interventions involve providing support. This can be both 
instrumental and emotional. This is a diverse category and can include everything from 
informal carer support groups to family systems interventions aimed at uniting the 
family in support of a lone carer. Thompson & Thompson (1999), illustrated this in 
their review of the literature examining support for carers of people with AD. They 
identified a number of different interventions such as individualized assessment and 
support, technology based carer support (telephone or computer based), education and 
training programmes and the formation of specialist support groups and respite 
services. However, the interventions were so diverse and methodologically poor, (no 
adequate control group, small sample sizes and no randomization) that no conclusions 
could be confidently drawn regarding the efficacy of such interventions.
A novel approach has been taken to caregiver support in Sweden (Jansson, Almberg, 
Grafstrom & Wimblad, 1998). The intervention involved training relatives and 
volunteer workers in tandem in order to create a support network to provide respite on a 
regular basis. Fifteen deacons were recruited from the Swedish church and given 
training in dementia equivalent to five weeks of full-time study. These deacons in turn 
recruited home caregivers from their various congregations and a number of volunteers. 
In total 27 relatives and 27 volunteers were recruited. These participants were then 
trained together in study circles with the deacons as leaders. These sessions happened 
weekly for three hours over five weeks. Topics covered included, dementia, interaction 
and establishment of contact with persons suffering from dementia, resources and 
services available from the conununity and ethical and confidentiality issues. After this 
training programme was complete the volunteers provided the caregiver with regular 
periods (4-5 hours a week) of home based respite. The deacons remained in a 
supervisory capacity.
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Semistructured interviews were conducted with the participants four months after the 
beginning of the regular respite service. These were taped, transcribed and subjected to 
a qualitative analysis. The caregivers reported benefits from being able to exchange 
experiences with others in similar situations via the study circle. They felt that it helped 
engender a sense of community and increased their overall knowledge base. They also 
valued the regular respite as it provided them with feelings of security and relaxation. 
The satisfaction of caregivers and volunteers was reciprocal. The volunteers reported 
high satisfaction and appreciation of the knowledge that they acquired from the 
caregivers, (Jansson, Almberg, Grafstrom & Wimblad, 1998).
This intervention combined an educational and support intervention and appeared to 
achieve positive results. However, the study used a relatively small sample. In 
addition, the study would have benefited from the use of more psychometrically robust 
measures to examine any changes in the various components of the Stress Process 
Model. This would have been a more scientifically valid measure of efficacy than 
satisfaction ratings. .
The third category of interventions include the clinical treatment approaches and could 
be seen as targeting the subjective appraisal of a stressful event or the coping style and 
skills of the caregiver. Pinkston & Linsk (1984), used behavioural techniques to 
educate care-giving families about managing their dementing relative. Twenty-one 
separated families volunteered to participate in a rigorous study programme regarding 
behaviourial management of their relative. The resulting skills were implemented with 
their carers and impressive results were reported. Seventy-three percent of all the 
targeted negative behaviours had improved significantly by the end of the intervention 
period and had been maintained at a six month follow-up. In addition most of the 
caregivers had rated their own physical and psychological health as the same or 
improved since the beginning of the programme. Although this was a self-selected and 
motivated sample, these results suggested the potential benefit of improving insight and 
skills into managing the more problematic behaviours of a relative with dementia.
Attempts have also been made to alter the negative emotions and cognitive distortions of 
caregivers. Chang (1999), based a cognitive behavioural intervention for care-giving 
relatives on the mediating factors component of the Stress Process Model. That is, the
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subjective appraisal of an event as stressful and alternative psychological and 
behavioural strategies that may mediate towards a less stressful appraisal.
Sixty-five American caregivers were recruited through the local Alzheimer’s 
Association and then randomly assigned to a cognitive-behavioural or an attention-only 
control group. The cognitive-behavioural condition involved a video assisted modelling 
programme and a number of telephone contacts from a trained nurse. The former 
modelled more appropriate behaviours around daily care skills such as eating and 
dressing and the latter was used to reinforce this video information and provide 
reinforcement and a more problem-solving approach to the caregiver’s particular 
concerns at that point in time, (Chang, 1999).
A number of different measures were taken at baseline, 4 weeks, 8 weeks and 12 
weeks. These comprised a brief questionnaire of sociodemographic information, the 
Moos Coping Scale (Moos, 1992) to assess caregiver coping, the Caregiver Appraisal 
Tool (Lawton, Kleban, Moss, Rovine & Glicksman, 1989) to assess caregiver 
appraisal of burden, satisfaction, mastery and impact, the Brief Symptom Inventory 
(Derogatis, 1992) to assess physical health and a measure developed by the researchers 
which assessed the strength of the interventions used. In addition to the above the 
patient’s condition was assessed using the Mini-Mental State Exam (Folstein, Folstein 
& McHugh, 1975), the Memory and Behaviour Checklist (Zarit, Reever & Back- 
Peterson, 1980) and the Functional Rating Scale for the Symptoms of Dementia 
(Hutton, Dippel, Loewenson, Mortimer & Christians, 1985) to measure the severity of 
memory and behavioural deterioration.
Results showed significantly less depression in the cognitive-behavioural group and 
whilst both groups experienced a reduction in anxiety they were not significantly 
different from each other. Of the mediating factors identified, the use of more emotion- 
focused coping decreased significantly over time in both groups and more problem- 
focused strategies were used. In situations such as chronic illness it is usually the 
emotionally-focused coping strategies that predominate, (Chang, 1999). Problem- 
focused strategies are less effective when the situation cannot be changed. Chang 
(1999), explained this finding in terms of a reflection of a general reduction in the use 
of coping strategies in favour of the more realistic support offered by the study.
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The above study demonstrated the effects on depression and anxiety of a structured 
intervention to examine the appraisal of events and the use of more appropriate coping 
strategies. However, the combined nature of the cognitive-behavioural intervention 
makes it difficult to identify which aspect of the intervention were responsible for the 
improvement. In addition there was no real control group. The non-treatment group 
received telephone support which may have constituted an intervention in its own right 
and explain the improvements in anxiety across both conditions. The sample was 
obtained through the Alzheimer’s society and it is unclear how representative of other 
caregivers not in contact with services this group was. Finally, and in support of the 
above point, the sample were mostly Caucasian and female again raising the risk of an 
experimental bias.
Knight, Lutzky & Macofsky-Urban (1993), conducted a meta-analysis of interventions 
for caregiver distress. They included studies from 1980 to 1990 examining 
psychosocial interventions and respite care and limited the review to controlled studies 
that attempted to change emotional distress in caregivers.
The procedure used, calculated the effect size of a study as the difference between the 
change in the intervention group and the change in the comparison group divided by the 
standard deviation, (Knight, Lutzky & Macof sky-Urban, 1993). An effect size of 0 
indicated no difference and an effect size of 1 would indicate a strong difference. 
Psychosocial studies reporting on individual treatments showed an mean effect size of 
.41 for burden and .58 for dysphoria. The group treatment showed a significant but 
smaller mean effect size. Those studies reporting the results of respite or careplanning 
interventions showed a smaller mean effect size of .15 although there was a large 
variance between the studies included. Overall the review suggested a moderately 
strong effect for psychosocial interventions and a smaller but still positive effect for 
respite and careplanning interventions.
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Conclusions.
The relative numbers of those suffering from dementia in our population is rising. The 
financial cost of this patient group, as well as philosophies of care, make it desirable 
that the majority of care takes place at home and is delivered by relatives of the patient. 
This is a stressful undertaking and the literature has begun to examine the experience of 
caring for a dementing relative at home and possible interventions design to alleviate 
psychological distress in that caregiver. However, the literature is methodologically 
weak and it remains unclear what aspects of the demonstrably effective treatment 
programmes are actually working. Many of the studies have reported results from 
motivated samples who are already in contact with services. In addition most of the 
literature has concentrated on Alzheimer’s disease and little has been done to compare 
this population with the other dementias which may have different clinical courses and 
so lead to a very different caregiver experience. Definitions of caregivers also exclude 
those who have been forced to surrender their relative to institutional care. The possible 
psychological effects of this eventuality remain to be studied.
A number of useful psychological models have been proposed and the interventions 
that have been developed from these frameworks show promising results. However, 
more research is needed before any firm conclusions can be drawn. In the meantime 
this is a population that will continue to grow and the existing evidence, accepting it’s 
methodological problems, suggests that psychology could be of benefit both to those 
suffering from dementia and those relatives caring for them.
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Specialist Neuropsychology Essay
Critically Evaluate The Ability Of Neuropsychological 
Tests To Distinguish Between The Exaggeration. Or 
Fabrication, Of Symptoms And Genuine Neurological 
Impairments In Traumatic Brain Injury.
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Introduction.
The concept of the exaggeration or fabrication of neurological symptoms in cases of 
traumatic brain injury has received little attention in the psychological literature, (Orsini, 
Van Garp & Boone, 1988). However, distinctions have been made between deliberate 
exaggeration, or malingering, and other, unconscious processes by which symptoms 
may appear more severe than they actually are. Miller (1996) defines malingering as 
the intentional production of symptoms or the conscious simulation of reduced ability. 
Nies & Sweet (1994), expanded this definition by including malingering-like 
behaviours on a continuum, based on the degree to which the individual is consciously 
aware of their, or other’s motivation.
The majority of neuropsychological tests are reliable, objective and based on 
established psychometric principles. However, they are also based on the patient’s 
readiness to cooperate and assume a genuine effort on the part of the individual being 
assessed. This makes them vulnerable to the exaggeration of symptoms or malingering. 
A number of techniques have been devised in neuropsychological assessment in an 
attempt to distinguish between the exaggeration of neurological symptoms and genuine 
neurological impairment (Heubrock & Peterman, 1998). However, there are various 
methodological problems with each of these techniques which should limit the 
clinician’s confidence in the validity and reliability of testing in this area. In terms of the 
potential stigma associated with the label of malingering, which may lead to the denial 
of treatment, the possibility of a false positive in the detection of exaggerated or 
fabricated symptomatology should be of great concern to neuropsychologists.
This assignment will initially provide an overview of the neuropsychological symptoms 
and consequences of traumatic brain injury. It will then give a brief description of the 
phenomenon of malingering and other exaggerations of neurological symptoms. A 
description of the various neuropsychological tests and techniques for detecting 
exaggerated neurological deficits will be given followed by a critical evaluation of each 
area. Finally the remaining methodological and ethical considerations will be explored 
and potential areas for future research and development identified.
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The Neurological Symptoms and Consequences of Traumatic Brain Injury.
Johnson & Gleave (1987), conducted a study examining a known population 
(Cambridge, UK) in order to estimate the incidence of traumatic brain injury. Excluding 
those over 65 years of age they found, in one year, 160 traumatic brain injury survivors 
per 100 000 population. At a two-year follow up 0.38 per 100 000 remained in need of 
continuing care and 0.75 per 100 000 were unemployed and in need of outpatient 
treatment. Whilst these findings were comparable to population studies conducted in the 
United States, the authors acknowledged that their population was predominantly rural 
and would therefore probably serve as an underestimation if applied to the general 
population, (Muir-Giles & Wilson Clarke, 1993).
The Medical Disability Society (1987) has defined traumatic brain injury as;
''Brain injury caused by trauma to the head ( including the effects upon the brain o f other 
possible complications o f injury, notably hypoxaemia and hypotension, and
intracerebral haematoma).”
Lishman (1988)
A number of other methods have been proposed to classify traumatic brain injury. 
Brain injuries can be categorised as open or closed. An open injury involves the skull 
and the meninges being breached and so leaving the brain exposed. The distinction can 
also be made in terms of penetrating versus blunt injuries (Muir Giles & Clark-Wilson,
1993).
In addition, a distinction can be made between focal and diffuse brain injury. Focal 
injuries include cerebral contusion and various types of secondary brain damage, 
(Adams, Graham & Gennarelli, 1983). A common type of secondary brain damage is a 
haematoma and the type (extradural or subdural) and location can have various 
consequences. Diffuse brain injury can be divided into four types. Diffuse axonal 
injury, hypoxic damage and diffuse swelling can be seen in patients who survive 
traumatic brain injury. The fourth types involves multiple small haemorrhages and is 
usually encountered in patients who die soon after the injury, (Adams, Graham & 
Gennarelli, 1983).
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A third method of classifying patients is in terms of primary versus secondary brain 
injury. Primary damage refers to the initial result of the forces that are exerted on the 
brain at the time of the injury. Secondary damage concerns the brains reaction to trauma 
or other damaged bodily systems. A common secondary brain injury is swelling which, 
due to the fact that the skull is essentially a closed vessel, may put the brain under 
increasing pressure so causing additional injury. Developments in early medical 
treatment following brain injury have improved the survival rate of patients with 
traumatic brain injury, particularly in relation to secondary complications, ( Miller, 
Tocher & Jones, 1988).
In addition to classifying types of brain injury, a distinction can also be made regarding 
the severity of injuiy. These levels of severity have implications for recovery and 
prognosis (Muir Giles & Clark-Wilson, 1993). Severity of brain injury is measured 
using the Glasgow Coma Scale (GCS). This assessment involves checking eye 
opening and motor and verbal responses and produces a score out of a possible 15 
points representing the severity of the injury. However, although this is a standardized 
measure it cannot localise focal lesions and is most useful in providing a baseline for 
monitoring change and also as a predictor of outcome, (Smith, 1996). In addition Post- 
traumatic amnesia (PTA) has also been shown to be a good indicator of outcome and is 
defined as the time between the injury and a return to full consciousness, (Gardner, 
1990). The termination of PTA is characterised by the return of day-to-day memory and 
care should be taken when estimating this, (Oddy & Alcott, 1996).
Mild head injury is defined as a GCS score of 12 or more following the injury and PTA 
of less than 60 minutes, (Gardner,1990). Symptoms may include memoiy problems, 
headaches, irritability, depression, fatigue, impaired concentration and dizziness. These 
can persist up to, and occasionally beyond, three months.
Moderate head injury is defined as a GCS score of 9 to 11 with PTA of between 1 and 
24 hours, (Gardner, 1990). Patients may show physical, cognitive and behavioural 
symptoms which can vary in degree and combination depending on the nature of the 
injury. Intensive rehabilitation may be required and symptoms can often extend up to 
and beyond 12 months.
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Severe head injury is defined as a GCS of less than 8 and again patients experience 
physical, cognitive and behavioural symptoms which depend on the nature of the injury 
(Gardner, 1990). Prolonged rehabilitation is necessary and independence may take 
years to achieve if at all.
Malingering and other exaggerations of neurological symptoms.
Exaggerations of neurological, somatic and psychological symptoms can occur for a 
number of reasons and malingering is only one such phenomenon. Due to the multiple 
effects of brain injury (physical, psychological and social) symptoms may persist in a 
variety of areas and the question of whether such symptoms are genuine or exaggerated 
must be addressed in a number of domains, (Smith, 1996).
Diagnostically the DSM-IV (APA, 1994), includes a number of categories involving 
exaggerations or fabrications of symptomatology and these can broadly be divided into 
two areas. This division concerns whether the patient is conscious or unconscious of 
the exaggeration, (Orsini, Van Garp & Boone, 1988).
Involuntary, or unconscious exaggeration, or fabrications include Somatization 
disorder (Briquet’s Syndrome) and Conversion disorder. A diagnosis of Somatization 
disorder requires the presence of numerous and recurrent physical symptoms, 
involving several organic systems, with an onset before the age of 30. These symptoms 
have no known physiological basis but the patient will have usually consulted 
numerous physicians over many years. Conversion disorder usually concerns a single 
symptom and it is not uncommon for the presentation to mimic a neurological disease. 
Again the symptoms have no known organic basis, (Orsini, Van Garp & Boone, 
1988).
Conscious exaggerations or fabrications of symptomatology include Factitious 
disorders and the concept of malingering (although DSM-IV makes it clear that 
malingering does not constitute an actual psychiatric diagnosis). For a diagnosis of 
Factitious disorder to be made there must be a deliberate creation of physical symptoms 
(Munchausen’s syndrome) or psychological symptoms (Ganser’s Syndrome), (Heron, 
Kritchersky & Delis, 1991). Despite the fact that these individuals are aware that their 
symptoms are fictitious or exaggerated, they cannot readily control their behaviour.
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This is because the goal of the behaviour is to adopt a particular role, (Orsini, Van Garp 
& Boone, 1988). Alternatively, malingering is a voluntary and conscious adoption of 
symptoms for an opportunistic motive and for personal gain, (Miller, 1996; Heubrock 
& Peterman, 1998).
Orsini, Van Garp & Boone (1988), list a number of features associated with 
malingering. Individuals may present with contradictory, or inconsistent histories and 
test results. The symptomatology may be inconsistent with known physical and 
neurological syndromes and there may be a delay between the date of the injury and the 
onset of the symptoms. In addition, individuals may show a severe disability 
following an apparently minor injury. They may appear uncooperative and evasive 
during interview or examination and there is a greater probability of the presence of a 
diagnosis of Personality Disorder or Drug Dependency. Another common feature is 
some ongoing litigation either directly or indirectly related to the symptoms.
A further category involves psychological factors which may impact upon physical 
conditions. These disorders include Psychosomatic and Psychophysiological 
presentations and functional overlay.
It can be seen, from the above, that individuals may exaggerate, or fabricate symptoms 
for a number of reasons and with a number of motivations. Whilst malingering can be 
seen as deception, other reasons for the phenomenon can be seen as conditions in their 
own right. In that sense treatment is often denied those labelled as malingerers unless 
they have a concuirent additional diagnosis, (Miller, 1996). Indeed the diagnosis is a 
serious label to apply to anyone.
"Making a diagnosis of malingering is tantamount to calling a patienta liar and a thief"
Miller (1996).
Thus the identification of exaggerated or fabricated symptoms places a number of 
burdens on clinical neuropsychology. Not only must techniques be developed to 
identify those exaggerating or creating problems but sensitivity must be given to the 
consequences of attaching the label of malingering when other, psychological, 
processes suggesting treatment in their own right might be present. Thus the dangers of 
false negatives resulting in malingerers utilising valuable resources at the expense of
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genuinely impaired individuals and false positives leading to the stigmatizing and 
exclusion from services of genuinely psychologically, physically or neurologically 
impaired individuals need to be constantly attended to.
A number of researchers have explored the above concerns. A common term previously 
used in conjunction with malingering was that of "Compensation Neurosis." This 
referred to the concept of symptomatology persisting until related litigation is 
completed. This phenomenon was initially thought to reduce following the end of 
litigation, implying that once the possibility of financial gain was absent the exaggerated 
or fabricated symptoms would disappear or dissipate as they now served no function. 
This process could be conscious or unconscious but the crucial role Of the ongoing 
litigation was stressed. However, research findings have appeared to contradict the 
above.
Mendelson (1985), followed up a broad sample of patients involved in litigation 
following brain injury and found the approximately 75% were not symptom free and 
had not returned to employment up to three years following the conclusion of their 
cases. However, this study used a broad sample, encompassing a number of conditions 
and it is unclear what function, if any, the success of the litigation had in the level of 
reported symptomatology. However, what is apparent is that the previous views 
regarding compensation neurosis are not supported by empirical evidence.
In addition to the above. Slater & Glithero, (1965) and Whitlock, (1967), conducted 
follow-up studies on samples of individuals presenting with a variety of medical 
symptoms who were initially diagnosed as “hysterical.” Whilst these studies also used 
samples which included a wide variety of presentations, they reported that 
approximately 60% of those patients who were thought to be consciously or 
unconsciously contributing or manufacturing their symptoms, were later found to have 
organic causes for their conditions.
Although the above studies included general medical, as well as neurological patients in 
their samples, it is clear that the clinical detection of exaggerated or manufactured 
symptoms is far from straightforward and can have major implications for those 
individuals being assessed.
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Neuropsychological methods for detecting exaggerated or fabricated symptoms.
A number of techniques have been developed for detecting the exaggeration or 
fabrication of neurological symptoms. However, most have been developed specifically 
to detect malingering, or conscious attempts at deception.
Lezak (1995), summarizes both psychogenic and malingered impairments as 
"functional disorders" rather than genuine neurological impairments. Lezak lists a 
number of indicators which, it is suggested, should raise clinician’s suspicions that 
impairments may be functional. If information given in the case history does not 
correspond to the assessment results or the patient’s symptoms are not explicable with 
neurological disorders, suspicions should be aroused. In addition, if the patient’s 
social, biographical or psychodynamic background leads to suspicions of a functional 
disorder or the patient’s reaction to their symptoms gives an indication of secondary 
gains from the illness then care should be taken.
In addition to the above, Pankratz (1988), has proposed a Threshold Model in 
neuropsychology that specifies different steps in clinical decision making. Initially, the 
questionable neuropsychological symptoms should be evaluated in the light of all 
impairments possible. Pankratz describes this as crucial because pharmacological 
treatments and other physical variables may also result in impairment as well as 
neurological disorders. In addition, the possibility of psychiatric disturbance should be 
explored as many psychiatric conditions, such as depression, can result in deficits. The 
next step in this model is a careful analysis of inconsistencies between the patient’s 
complaints, clinical data and neuropsychological assessment results. Finally, a 
comprehensive review of the patient’s history should be completed in an attempt to 
identify any previous attempts at deception.
The Threshold model proposed above stresses the importance of thorough clinical 
assessment including comprehensive histoiy taking as well as the use of more 
standardised neuropsychological and psychometric instruments. However, even when 
using this approach results only allow a suspicion of malingering, (Heubrock & 
Petermann, 1998). Other assessment techniques have been specifically developed in an 
attempt to identify exaggerated or fabricated symptoms and impairments.
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A common approach in assessing exaggerated or fabricated symptomatology is to use a 
single neuropsychological test that has been standardised against clinical populations. 
In that sense an individual’s performance can be compared with a clinical sample which 
shows a characteristic pattern of responses. This approach assumes that malingering 
individuals are not fully aware of the authentic symptom presentation in standard 
procedures and so will show a performance that deviates from the clinical group. It has 
been observed that most malingerers underestimate the performance of neurologically 
impaired individuals, (Heubrock & Petermann, 1998).
Benton & Spreen (1961), compared a sample of severely brain injured individuals and 
a group of individuals who were instructed to simulate a brain injury. Participants were 
administered the Benton Visual-Retention Test (BVRT)(Benton & Spreen, 1961). The 
participants who were simulating brain injury typically presented with lower scores 
when compared to the brain injured group, showing a tendency to overestimate the 
level of impairment. Benton & Spreen also reported qualitative differences. Simulators 
typically made distortion errors in their responses whereas the brain injured participants 
were more likely to make omissions, perseverations and size errors, (Heubrock & 
Petermann, 1998).
Ridenour, McCoy & Dean (1996), reported a study to examine the utility of The 
Neuropsychological Symptom Inventory in discriminating malingerers from 
nonmalingerers. A sample of 309 college students were recruited and 242 were 
instructed to complete the instrument according to specific instructions directing them to 
feign believable symptoms of brain damage. The pattern of results were compared with 
other neurological tests and found to be superior in detecting malingering. However, 
the utility of the measure with clinical populations has yet to be established.
Martin, Franzen & Orey (1998), administered selected subtests of the Wechsler 
Memory Scale-Revised which were adapted into a multiple choice format (Logical and 
Visual Reproduction Memory) to a sample of college students and closed-head-injury 
patients. A sample of 30 college students were randomly divided into two groups. One 
group was instructed to simulate a memory impairment and the other, control, group 
told to try their best. The clinical sample consisted of 30 nonlitigating moderate to 
severe closed-head-injury patients and a group of 7 suspected clinical malingerers. The 
results showed that the group instructed to simulate deficits and the suspected
81
malingerers were much more likely to select low probability multiple-choice items and 
often made selections that neither the control group nor the closed-head-injury patients 
selected. Using an estimate of the probability of selecting the most unlikely items the 
study was able to identify 86% of the simulators and 100% of the suspected clinical 
malingerers. Non of the control group were classified as malingering.
Studies such as those described above contain certain methodological problems. The 
use of simulators, or individuals instructed to exaggerate or fabricate symptoms makes 
the validity of such studies questionable. Such participants are usually drawn for 
college populations and may be motivated to take part for course credits or to make a 
favourable impression on academic staff. It is reasonable to conclude that such 
individuals may have very little in common with those presenting with exaggerated 
deficits in clinical practice. In addition such a sample are unlikely to be representative of 
a normal population in terms of intellect and social and demographic variables. A 
further problems with this area concerns the potential indicators chosen to identify 
exaggerated performance. It is reasonable to conclude that, apart from those individuals 
who are identified as malingering or exaggerating symptoms, a number of individuals 
are never identified and in effect successfully deceive clinicians. In that respect, if 
clinicians do not know who is exaggerating or fabricating symptomatology, then it is 
difficult to reliably identify potential indicators. This is particularly problematic if the 
sample you use to examine the utility and effectiveness of these indicators is drawn 
from a college population and so not representative of the clinical sample that the test 
will eventually be used on ( Faust & Ackley, 1998).
In a similar way to the approach described above The Individual Approach (or Deficit 
Testing) involves examining the patient’s performance on a number of 
neuropsychological tests (Heubrock & Petermann, 1998). This approach more closely 
resembles the work of neuropsychologists in actual clinical settings. Pankratz (1988), 
states that this approach has proved useful in detecting exaggerated or fabricated deficits 
and symptomatology as patient’s are typically not able to display the pattern of deficits 
associated with the condition they are attempting to simulate. This lack of 
understanding regarding the nature of the simulated syndrome may lead to an 
underestimation of the performance of real patients and clinicians may see grossly 
impaired performance on tests that are too simple for real patients to fail, (Binder & 
Pankratz, 1987). In addition these grossly impaired tests results may not correspond to
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the patient’s abilities in their natural setting, or during periods when they do not believe 
themselves to be observed. However, the most reliable method of detecting exaggerated 
or fabricated symptomatology remains inconsistencies in the intra-individual test 
profile, providing results which do not correspond to the syndrome or impairment that 
the patient has presented with, (Heubrock & Petermann, 1998).
The approaches described above involve combinations of history taking and the use of 
instruments that have been designed for patients with genuine neurological 
impairments. In that sense they are adaptations of normal practice. In addition to the 
above a number of tests have been developed specifically to detect malingering.
The Rey Memory Test (RMT) was devised specifically to assess deception in clinical 
settings, (Rey, 1964). As the title implies, this is a test of memory. However, the 
administration attempts to exploit an additional clinical feature of patients exaggerating 
or fabricating symptomatology. Patients simulating deficits may show greater 
susceptibility to suggestions that a test is particularly difficult and so perform with a 
level of ability below that typically seen in genuine patients, (Kapur, 1994).
The RMT consists of fifteen different items that have to be memorised. Although 
participants are instructed that the test is difficult, in reality it is quite simple as the items 
are grouped into sets and are therefore easy to remember. After a presentation of ten 
seconds participants are asked to draw as many items as possible, immediately or after 
a delay of 10 or 15 minutes, (Heubrock & Peterman, 1998).
Empirical studies of this technique have produced mixed results, (Putnam, Millis & 
Adams, 1996). Numerous studies, conducted on various populations have suggested 
different cut-off points below which an individual would be suspected of attempting to 
deceive the clinician. Goldberg & Miller (1986), established a cut-off score of nine 
correctly recalled items after administering the RMT to a sample of psychiatric and 
learning disabled patients. Despite the unrepresentative nature of this sample the same 
cut-off score is recommended in Lezak (1995). Bernard & Fowler (1990), administered 
the RMT to a sample of moderate to severely brain-injured patients and a control group 
of normal participants. They found that a cut-off score of nine items only excluded 
89% of the sample. They recommended a cut-off point of eight items as a reliable 
indication of malingering.
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Whilst the RMT appears to provide a useful instruments to detect deception in clinical 
settings other researchers have advised caution. Pachana, Boone & Ganzell (1998), 
administered the RMT as part of a battery of tests in a case study examining the dangers 
of false positives in tests of malingering. Their participant was a young woman with a 
diagnosis of Wemicke-Korsakoff Syndrome. She showed no indication of 
exaggerating or feigning performance, however she was unable to recall a single item 
from the RMT. The study concluded that whilst the RMT was sensitive to feigned 
impairment it was also sensitive to genuine memory impairment. This report was a case 
study and so limited in the extent to which the results could be generalised to other 
populations. However, the dangers of a false positive result, or attaching a label of 
malingering in the presence of genuine neurological impairment was graphically 
illustrated. Parallel forms of the RMT have been developed to examine visuo-spatial 
and verbal deficits, employing the same procedure, (Heubrock & Petermann, 1998).
A more statistically sophisticated method to detect exaggerated or manufactured 
symptoms is referred to as "forced choice" or Symptom Validity Testing, (Putnam, 
Millis & Adams, 1996). This technique typically involves the presentation of a word or 
five digit number, followed by a two-choice recognition tasks consisting of the original 
item and a distracter. The main assumption of the techniques involves the score 
expected to occur by chance. A 50% rate of correct responses would be expected by 
chance and this would be expected even if a participant guessed in the absence of any 
visual stimuli at all, (Heubrock & Petermann, 1998). A success rate of below 50% is 
unlikely and would suggest malingering. The strength of this technique is that even if 
the participant is aware of the success rate expected by chance it would be extremely 
difficult for them to monitor their responses in order not to violate the tests 
assumptions. Despite the apparent robustness of this technique, empirical findings have 
been mixed.
Rose, Hall & Szalda-Petree (1998), compared four group of 30 participants on four 
tests of malingering including The Nonverbal Forced Choice Test. Their groups were 
normal controls, uncoached malingerers, coached malingerers and head-injured 
patients. The study as a whole correctly identified 70% of the coached malingerers. 
However, the Nonverbal Forced Choice Tests failed to effectively classify the 
malingering groups overall and the coached malingerers in particular. Schagen, 
Schmand, de Sterke & Lindeboom (1997), commented that the chance level may be
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obvious to more sophisticated participants, despite the previously mentioned difficulty 
in monitoring performance.
Back, Boone, Edwards & Clarke (1996), administered a number of tests designed to 
detect malingering to a sample of 30 outpatients and inpatients who were diagnosed as 
schizophrenic. The tests included the Rey 15-item Memory Test, it’s visual spatial 
analogue the Rey Dot Counting Test (RDCT) and the Hiscock Forced Choice Method 
(HFCM). Results showed that 13% of the participants performed, below the cut-off 
point on the RMT and the RDCT. In addition 27% failed the HFCM. The authors 
concluded that the performance of participants was significantly affected by lowered 
educational level and also the severity of psychosis-associated cognitive impairment. 
The dangers of false positives for malingering in this population were graphically 
illustrated.
In contrast, Iverson & Franzen (1996), used a forced choice adaptation of the Logical 
Memory subtests of the Wechsler Memory Scale-Revised in an attempt to detect 
malingering. They used a sample of 20 undergraduates (instructed to malinger memory 
impairment), 20 psychiatric patients, 20 memory-impaired individuals and a control 
group of 20 normal undergradutes. Results revealed a 92.5% success rate in identifying 
the participants instructed to malinger and a 100% success rate in identifying 
participants in the control group and the memory-impaired group who were instructed 
to do their best. Despite the small sample size the lack of false positives in this study is 
encouraging.
The use of forced choice, or symptom validity methods to detect exaggerated or 
fabricated symptomatology appears encouraging. However, the various measures 
employing this approach do have limitations. Hiscock, Branham & Hiscock (1994), 
reviewed studies in which participants were instructed to malinger and found that only 
34% of participants performed at below chance levels. They suggested that the criterion 
of below chance performance may have been too stringent and alternative, above 
chance, cut-off scores have been developed that still appear to have good diagnostic 
reliability, (Putnam, Millis & Adams, 1996).
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Other considerations.
A major point of debate in the area of detecting exaggerated or fabricated 
symptomatology in traumatic brain injury concerns the methodology employed in 
developing many of the above techniques. Those individuals who have successfully 
deceived clinicians are obviously not available for research purposes and so the 
majority of experimental designs are based on participants who have been instructed to 
simulate deficits. In effect they have been asked to simulate simulation, (Heubrock & 
Petermann, 1998).
Cochrane, Baker & Meudell (1998), used a battery of tests, including the RMT and the 
logical memory subtest from the Wechsler Memory Scale (Wechsler, 1987), in an 
attempt to differentiate between simulated memory performance, genuine memory- 
impairment and normal performance. Three groups of 20 participants were recruited. 
These groups consisted of normal participants instructed in how to feign a mental 
impairment, a group of genuinely memory-impaired participants (following acquired 
brain damage) and a group of normal participants instructed to do their best. In 
conjunction with an autobiographical interview, results showed that 95% of the 
simulators and all of the genuinely impaired and control group were correctly classified.
However, what remains unclear, with reference to the above study and other like it, is 
whether groups of simulators would be comparable to individuals actually feigning 
impairment in a real clinical setting. In effect most experimental designs only 
demonstrate the ability of a test to differentiate between normal participants, those with 
genuine impairment and those recruited to adopt the imagined role of a malingerer. 
These designs and the techniques reviewed above are also designed with reference to 
malingering and rarely address other possible reasons for exaggerated or fabricated 
symptomatology.
A number of ethical issues should also be taken into consideration in this area. It does 
not necessarily follow that because measurable physical brain damage cannot be found, 
an individual’s symptomatology must be purely psychological. As has been mentioned 
above (Slater & Glithero, 1965; Whitlock, 1967), organic causes may be found at a 
later point in time. However, the stigma associated with an accusation of malingering 
may have already had negative effects on the individual both in the denial of treatment
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and the psychological- effects of an accusation of deception. An additional consideration 
is the possibility that individuals may exaggerate deficits (consciously or 
unconsciously) as a cry for help. They may fear that clinicians may miss their particular 
problem or, in relation to litigation, that the impact of their deficits may be 
underestimated, (Pachana, Boone & Ganzell, 1998). Again, this does not mean that 
genuine deficits do not exist and an accusation of malingering may result when other 
psychological factors are actually more relevant.
Another, methodological consideration concerns the misclassification of individuals and 
the implications of such errors. In terms of effects upon the individual, false positives 
in tests of malingering would appear to be of more concern. False negatives may result 
in rrialingerers and those with other pathology rather than symptoms stemming from 
neurological damage, utilising valuable resources. However, the possibility of genuine 
patients not receiving treatment is more worrying.
Stuss (1987), reported the results of an experimental study designed to differentiate 
between a sample of closed head injury patients and normal controls. Unlike the 
majority of studies described above this experiment did not include a sample who were 
simulating deficits. Twenty patients, diagnosed with a closed head injury and 
continuing to report cognitive problems, were matched to a control group. Matching 
variables included age, sex, handedness, years of education and language. Participants 
were also matched in terms of IQ in order to isolate possible deficits that could not be 
attributed to IQ differences. A number of neuropsychological tests were administered, 
including the Trail Making Test, Stroop Test and the Wechsler Memory Scale-Revised. 
Multivariate linear discriminant functional analysis was able to significantly discriminate 
the two groups. However, 3 out of the 20 participants in each group were incorrectly 
classified. In the sense that this study did not attempt to detect exaggerated or faked 
performances and that litigation was not a factor for the patient group, the failure of the 
neurological tests used to reliably identify those with genuine impairments illustrates 
concerns regarding neuropsychological assessment as a whole, even when deception is 
not an issue.
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Conclusions.
In conclusion, a number of techniques and models have been developed in an attempt to 
detect exaggerated or fabricated neurological symptoms. Empirical studies have 
produced mixed, and sometimes contradictory results. Given the possible implications 
of attaching the label of malingering to an individual, further research designed to 
improve the reliability and validity of the clinical detection of deception is badly needed. 
In addition, further research is needed into the role of other psychiatric conditions and 
possible psychological factors, apart from malingering, contributing to exaggerated or 
fabricated neurological symptomatology.
There are a number of approaches that have been developed in this area, but none 
appears sufficiently reliable or valid to be used in isolation. Miller (1996), states that 
tests don’t make a diagnosis the clinician does. He stresses the importance of using 
neurological test results as only one part of the overall assessment. Other areas should 
include a comprehensive history (ideally with corroboration from family or friends), 
reference to previous medical and psychological records (should they exist), clinical 
interview, observations of test-taking and other behaviour and adequate knowledge of 
brain mechanisms, clinical syndromes associated with brain injury and an awareness of 
the utility and limitations of the measures employed.
The development and refinement of neuropsychological tests and techniques to detect 
exaggerated or fabricated symptomatology should continue and foims a valuable tool 
for clinicians. However, a comprehensive assessment should include the previously 
mentioned areas if potentially damaging errors are to be avoided. In the modem health 
service, with the associated pressure on clinician’s time and resources, any reliable 
neuropsychological test would be valuable, in relation to any area and not just 
malingering. However, with the current limitations in methodology such instruments 
should only form part of the assessment.
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Adult Mental Health Placement Summary
Supersdsor:
Placement Address:
Dr. David Brock.
Consultant Psychologist.
Beechcroft Mental Health Resource Centre 
120, Victoria Road, Horley, Surrey.
Placement Dates: 15:10:97 to 03:04:98
Placement Setting:
Presenting Problems:
Model of Working: 
Other Experiences:
Outpatient Community Mental Health Team and 
Primary Care referrals.
Clients aged 18-65
Anxiety.
Depression.
Body Dysmorphic Disorder.
Anger.
Sexual Dysfunction.
Cognitive Behavioural Therapy.
Clinical evaluation of the Eating Disorders service. 
Co-facilitated an anger management group. 
Intellectual Assessments.
Presentations to team.
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ADÜLT m e n t a l  HEALTH CORE PLACEMENT 
DAVID CONNELLY 
15'" October 1997 - 3"" April 1998 
Supervisor: David Brock
Aims of Placement
To provide experience of the full range of clients referred to adult settings; to expose trainees 
to a wide variety of service settings; to learn a specifically psychological approach to 
formulating problems; and to provide appropriate interventions.
Main Objectives
1. Exposure to a range of experiences in a variety of settings.
Methods
Visits to a variety of wards and departments in the unit.
Visits to community facilities for mental health.
Regular attendance at a mental health resource centre including clinical liaison with 
staff.
Regular outpatient clinics, taking on patients referred for therapy under supervision. 
Guided reading and discussion with supervisor.
2. Exposure to work with individuals, families and groups.
Methods
Seeing individual clients for assessment, therapy and vocational counselling.
Observation and use of a range of assessment techniques - formal and informal - 
including administration of WAIS-R.
Observation of a member of the department specialising in family/child work. 
Observation and facilitation of Day Hospital groups.
Guided reading and discussion with supervisor.
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3. Exposure to work of other professionals groups and MDT’s.
Methods
Clinical liaison with other professionals involved in specific cases.
Joint work with other professionals on specific cases and groups.
Observation of the working practice of other professionals.
Guided reading and discussion with supervisor.
4. Exposure to work with patients of a broad age range.
Methods
Taking referrals for assessment and therapy across the complete adult range, 
including at least one elderly case.
Visits to wards and day care facilities for the elderly.
Guided reading and discussion with supervisor.
5. Exposure to patients with long term disabilities.
Methods
Clinical practice including assessment and design of treatment programmes for 
clients with long-term psychiatric disability.
Exposure to and involvement in the work of the member of the department 
specialising in rehabilitation.
Visits to inpatient and community facilities for the long term psychiatrically 
disabled.
Guided reading and discussions with supervisor.
6. Understanding of the referral process and appropriateness of referrals.
Methods
Exposure to departmental policies and performance standards on the handling 
of referrals.
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Discussion with supervisor on appropriateness and response to individual 
referrals.
, Discussion with supervisor regarding selection, composition and setting up of 
groups.
7. Exposure to developing service provision.
Methods
Observing the continuing developments of service provision within the Trust. 
Involvement in the evaluation of new planned services.
Secondary Objectives 
1. Experience of teaching.
Methods
Attendance at multi-disciplinary teaching events.
Exposure via reading and discussion to the work of the department’s teaching 
specialist.
Practice in teaching as negotiated with supervisor.
Accommodation comprises
1) Use of individual office for regular client appointments.
2) Secretarial support from identified secretary.
* Supervision comprises
1. A weekly supervision session of 1 - 1 16 hours with David Brock.
2. Observation by the trainee of supervisor providing therapy to patients 
in outpatient clinic.
3. Observation by supervisor of trainee providing therapy.
4. Exposure to developing service provision.
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The supervision sessions cover the experience gained by the trainee under the above 
objectives; and in particular, focus on discussing clinical work (including the contents of tape 
recordings of individual therapy sessions)in relation to assessment, treatment and report 
writing.
Other Experiences
Attendance at departmental, DP AC and SIG meetings.
Attendance at psychological and multi-disciplinary training events.
Awareness via reading and discussion with supervisors of national and local policies and 
issues relevant to the profession and its development.
15'" October 1997
Supervisor; ... ., StI. . ..
Trainee:
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Teaming Disabilities Placement Summary
Supervisor! Ms. Hilary Smith. 
Consultant Psychologist.
Placement Address: Community Team for People with Learning Disabilities 
Worthing Priority Care NHS Trust 
1, St. George’s Road,
Worthing, W. Sussex
Placement Dates: 22:04:98 to 02:10:98
Placement Setting: Outpatient Community Mental Health Team. 
Sheltered work schemes.
Residential and Nursing Units.
Clients aged 16-65.
Presenting Problems: Anxiety.
Depression. 
Challenging Behaviour. 
Anger.
Self-harm.
Model of Working: Cognitive Behavioural Therapy. 
Systemic Approaches.
Other Experiences: Intellectual Assessments.
1 0 1
Tel: Worthing (01903) 234404 
Fax: Worthing (01903) 219225
and Menta/^^
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WORTHING
P r i o r i t y  Care
Arun to
Community Team for People 
with Learning Disabilities 
1 St George’s Road, Worthing, 
West Sussex BN11 2DS
Learning Disabilities Placement Contract
Psychologist in Clinical Training
David Connelly, University of Surrey, Psych. D. Clinical Training Schem e 
Supervisor
Hilary Smith (Head of Specialty: Learning Disabilities)
Location
Community Team for People with Learning Disabilities 
Worthing Priority Care NHS Trust 
1 St George's Road 
Worthing, W est Sussex, BN 11 2DS
Placement Dates
22"" April -  2"" October 1998
Aims of Placement
1 To gain knowledge of local service provision for people with learning disabilities, 
and of agencies differing responsibilities.
2 To have experience of assessm ent and intervention work with up to ten  clients. 
Clients should cover a range of ages from adolescence through young adulthood 
and middle a g e  to  older adults; a range of abilities from mild through to  profound 
disability; present a balance of sexes and include work with a client from an ethnic 
minority. Clinical problems should include a wide range of commonly occurring 
difficulties for this population, and work should be undertaken in a range of settings 
and a t a variety of levels. A range of clinical approaches will be explored.
3 To work effectively within a multi-disciplinary team , and to  undertake collaborative 
work with colleagues of other disciplines where appropriate.
4  To have the  opportunity to observe the  supervisor in clinical activities ranging from 
individual assessm ents or Intervention through to m eetings about clients, and other 
activities undertaken by Clinical Psychologists.
5 To be observed undertaking clinical work during the  placem ent.
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6 To take up relevant opportunities for continuing professional developm ent during 
the placement.
7 To contribute actively to the work of the Specialty within the  Team and the 
Departm ent, as appropriate.
8 To receive regular weekly supervision on all aspects relating to  the placem ent -  (2 
hours).
9 During induction visits to have the opportunity to observe an individual service user 
during an average day (or large part thereof) in order to  consider the  individual 
experiences of their life.
10 During the second half of placement to have som e experience of the new 
consultation process being developed within the Specialty.
HilaiySmith
Chartered Clinic^Psychologist 
Head of Specialty: Learning Disabilities 
(July 1997)
. . . .
David Connelly.
Psychologist in Clinical Training 
University of Surrey, Psych. D. 
Psychology Training Scheme
Child and Family Placement Summary
Supervisor: Ms. Susan Knight. 
Consultant Psychologist.
Placement Address: Child and Adolescent Mental Health 
Famham Health Centre 
Famham 
Surrey
Placement Dates: 18:10:98 to 02:04:99
Placement Setting: Outpatient Community Mental Health Team. 
Clients aged up to 18 years.
Presenting Problems: Anxiety.
Depression.
Obsessive Compulsive Disorder.
Obesity.
Attention Deficit Hyperactivity Disorder. 
Aspberger’s and Autistic Spectrum disorders. 
Conduct disorder.
Model of Working: Cognitive Behavioural Therapy. 
Systemic Approaches.
Other Experiences: Intellectual Assessments. 
ADHD group.
Presentations to department.
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Child & Family Consultation Service 
Farnham Health Centre 
East Street
FARNHAM, Surrey GU9 7SA 
Tel: 01252 724044 Ext.52
CHILD AND ADOLESCENT PLACEMENT CONTRACT
Psychologist in Clinical Training: David Connelly 
Supervisor: Susan Knight; Clinical Psychologist 
Placement Base: Child and Family Consultation Service, Farnham 
Clinical Tutor: Dr. Paul Davis
1. Aims
a.
To gain clinical experience of children with organic, cognitive, educational, emotional 
and behavioural problems in the pre-school and middle school age range. Some 
adolescent and family therapy experience will also be available.
b.
To gain knowledge of local service provision for children and adolescents with organic, 
cognitive, educational, emotional and behavioural problem, and of the differing 
responsibilities of a  number of agencies.
2. Objectives
To observe and work with a wide range of children with developmental, behavioural 
problems, and/or emotional problems. This will be achieved through:
Indirect/Observational work:
i)
Observation of a  number of professionals working within he Child and Family 
Consultation Service. To include: Supervisor, Psychiatrist, Paediatrician, Child 
Psychotherapists, Family Therapists, Social Workers, Speech and Language Therapist, 
Educational Psychologist, Health Visitor; in addition to other Clinical Psychologists 
working within the locality.
ii)
Opportunity to visit a number of services within the area. To include the following 
services: Eating Disorders, Challenging Behaviour, Developmental, GP Consultation, 
Social Services provision and a variety of schools.
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Clinical Work.
i)
Individual, joint and group work with children and families, including parental support 
and m anagem ent advice. To include a maximum of 10 independent treatment cases 
and a  number of assessm ents not leading to treatment. Clients should cover a range of 
ages from pre-school to early adolescence, with a range of difficulties commonly 
occurring in this population. Therapeutic approaches to include behavioural and/or 
cognitive therapy, family therapy and play therapy where applicable.
ii)
To becom e familiar with a  range of assessm ent tools and techniques including 
developmental and intelligence tests, questionnaires, video and one-way vision and 
radio microphones.
Hi)
To experience working within a multidisciplinary team and liaison with the wider network 
of professionals working with children. Including opportunity to attend case  conferences/ 
network meetings where possible.
Professional:
i)
To receive regular weekly supervision.
ii)
To attend team, speciality and professional liaison meeting where possible.
Hi)
To take up relevant opportunity for continuing professional development during 
placement.
iv)
To keep accurate and up-to-date records of all clinical work.
Susan Knight 
Clinical Psychologist
David Connelly
Psychologist in Clinical Training
Specialist Neuropsychology Placement Summary
Supervisors: Ms. Carol Sampson. 
Clinical Psychologist. 
Ms. Terese Alting. 
Neuropsychologist.
Placement Address: Neuro-Rehabilitation Team. 
Broad Green Centre.
1-13 Lodge Road,
Croydon, CRO 2PD
Placement Dates: 
Placement Setting:
18:04:99 to 02:10:99
Outpatient Neuro-Rehabilitation Team 
and Neuropsychology Service.
Referrals from Consultant Neurologists and GPs. 
Clients ages 18-65
Presenting Problems: Anxiety.
Depression.
Adjustment Difficulties. 
Anger.
Stroke.
Head-injury.
Dementia.
Model of Working: Cognitive Behavioural Therapy. 
Neuropsychological.
Other Experiences: Intellectual Assessments.
Mens Group (primarily dealing with adjustment issues) 
Close collaboration with other professions. 
Presentations to psychology department.
107
Placement contract for Psychologist in Clinical Training
Name:
Dates of placement: -ro cxzizrcisgrt
Supervisor(s): c^^v-u^ v
1. To have ac ce ss  to a range of patients/clients including patients with:
a) Strokes
b) H ead injuries
c) Multiple sclerosis
d) ?  dem entia
2. To work in different neurological settings e.g.
a) Outpatient community based  rehabilitation
b) Inpatient hospital b ases rehabilitation
3. To gain/supplem ent knowledge of a reas  relevant to the practice of clinical 
neuropsychology e.g. knowledge of neurological conditions, knowledge of 
neuroanatom y - a s  relevant and appropriate to the placem ent
Specific learning aims :
To be able to select and carry out appropriate tests  of cognitive functioning in the 
following areas:
a) general intelligence
b) memory (verbal and visual)
c) perceptual, spatial and constructional abilities
d) language skills (expressive and  receptive, oral and  written)
e) frontal lobe functioning
Trainees should be encouraged to develop a  critical appreciation of the  tests  they 
encounter and  should be made aw are of their limitations, a s  well a s  their 
usefulness. They should becom e aw are of the qualitative a sp ec ts  of perform ance 
and of different approaches to the u se  of tests. They should be ab le to interpret the 
test results and  to gain an appreciation of how this interpretation may be  
complicated by the patient’s  physical or emotional problems.
To be involved with a  minimum of clients a t all relevant s tag es  of their post­
acute rehabilitation including:
a) assess in g  the appropriateness of the  referral
b) information gathering via initial clinical interview, medical reports,
interviewing carers, etc.
c) planning and carrying out neuropsychological and  psychological 
assessm en ts
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d) interpretation of results
e) report writing
f) feedback to client, referrer and other relevant parties
g) planning and implementing cognitive remediation program m es when 
appropriate
h) planning and implementing psychotherapeutic interventions when 
appropriate
6. Liaison with other professions:
To have the opportunity to liaise with m em bers of the Community 
Neurorehabilitation Team (Occupational Therapists, Physiotherapists, S peech  and 
Language Therapists and Rehabilitation Assistants)
To conduct joint working with other team  m em bers when appropriate.
To liaise with other members of the Social Services Physical Disability team  if 
appropriate
To liaise with other members of the inpatient neurorehabilitation team  at Mayday 
Hospital
To liaise with medical doctors involved in the care  of Croydon clients with 
neurological conditions
7. Reading: Time to be allocated to reading sections of key references e.g. L& ak, 
W alsh etc. Reading will be guided by the provision of reference lists and  
references a s  available. A ccess to relevant journals/books will be available.
8. Additional opportunities.
The following opportunities are/m ay be  available:
a) attendance at a neuropsychology special interest group
b) attendance a t in-service training sem inars (Neurorehabilitation)
c) attendance a t a conference/w orkshop of neuropsychological interests
Date:
cohnolly.con/carol
Older Adults Placement Summary
Supervisor: Mr. Ian Kneebone. 
Consultant Psychologist.
Placement Address: Neuro-Rehabilitation Team. 
Haselmere Hospital 
Church Lane 
Haselmere 
Surrey
Placement Dates: 13:10:99 to 24:03:00
Placement Setting: Inpatient medical rehabilitation.
Outpatient mental health.
Dementia Care (in conjunction with the Alzheimer’s 
Disease Society.)
Clients ages 65+
Presenting Problems: Anxiety.
Depression.
Adjustment Difficulties.
Fear of Falling.
Stroke.
Dementia (both sufferers and their carers).
Model of Working: Cognitive Behavioural Therapy. 
Neuropsychological.
Other Experiences: Intellectual Assessments.
Reminiscence Group.
Presentations to psychology department.
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Placem ent Contract: Older Adults.
Name: David Connelly
Dates of Placement: 13:10:99 to 24:03:00
Supervisor: Ian K neebone (Consultant Clinical Psychologist: Physical 
Rehabilitation)
Placement Aims:
To have a c ce ss  to  a range of clients (aged span 60+) with:
a) Functional problems
b) Organic problems
c) Physical ill health
To be involved in a range of group work:
a) R em iniscence Group
b) Falls Group
c) Dementia Caregiver Group
To have the opportunity to be involved in/deliver teaching to Clinical 
Psychology co lleagues and other health service professionals.
To have experience of a range of a ssessm en t techniques/psychom etric  
measures used with the client group.
To have experience of working as part of a multidisciplinary team.
To have experience of working in a variety of settings:
a) Inpatient wards
b) Day hospitals
c) Charity/voluntary care settings
d) Outpatient clinics
e) Domicilary
To becom e orientated to and have an understanding of services for 
older adults
To receive a minimum of 2 hours formal supervision per week (2 % 
days/week placement)
David Connelly  -------> Ian K neebone
(Psychologist in (Consultant Clinical
Training) Psychologist)
Specialist Therapies Placement Summary
Supervisors: Dr. Brian Solts, 
Clinical Psychologist. 
Ms. Fiona Will. 
Clinical Psychologist.
Placement Address: Psychology Department. 
Graylingwell Hospital 
College Lane 
Chichester 
W. Sussex
Placement Dates: 
Placement Setting:
12:04:00 to 29:09:00
Community Mental Health Team 
Clients ages 18-65
Presenting Problems: Anxiety.
Depression.
Obsessive Compulsive Disorder. 
Health Anxiety.
Generalised Anxiety Disorder. 
Social Phobia.
Schizophrenia.
Model of Working: Cognitive Behavioural Therapy. 
Psychodynamic.
Other Experiences: Presentations to psychology department.
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PLACEMENT CONTRACT
Trainee: David Connelly
Supervisors: Brian Solts
Fiona Will
Placement: Elective Specialist Psychotherapy: AMH
Dates: Wednesday 12 April 2000 to September 2000.
Brief description of the placement setting
David Avill be based at the Psychology Department, Graylingwell Hospital, but will also be 
part of the Chichester East Community Mental Health Team based at Bamfield House on the 
Graylingwell site.
Aim of the placement
The focus of this placement will be on consolidating David's individual psychotherapy skills. 
As such, David will be supervised in working within two therapy models: brief 
psychodynamic (Brian Solts) and CBT (Fiona Will).
However, because of David's interest in complex care, he will also gain experience of 
working therapeutically with people presenting with severe and enduring mental health 
problems.
Outline of wavs of achieving these goals
1. Induction period
Over the first few weeks of placement, David will meet with various members o f the 
CMHT (Social worker, CPN, Consultant Psychiatrist) at CMHT meetings, shadowing 
them with clients, and an in-patient ward review.
David will meet members of the psychology Adult Mental Health Team at our regular 
Wednesday meetings.
2, Attendance of meetings
David will be invited to attend weekly Wednesday morning CMHT meetings at Bamfield 
House (9am) and Psychology Dêpârtment/AMH meetings (weekly Wednesday at
11.30am). David will be invited to participate in Psychology CPD meetings.
3. Direct Clinical Work & Observation
David will be invited to sit in on some assessments with his supervisors.
David will carry a caseload of no more than 8 individual clients at any one time. The 
caseload will be balanced in terms of males and females with a range of ages between 17 
to 65.
The focus of this placement is on individual therapy skills. Although both supervisors 
work eclectically, Brian will help David formulate cases psychodynamically and identify 
suitable cases for brief work, while Fiona's supervision will focus more on cognitive 
formulations and intervention.
We will identify at least one case with someone with severe and enduring mental health 
problems (either through the CMHT or the continuing care service) for assessment and 
intervention.
4. Supervision
Supervision will be split between Brian and Fiona who will offer at least 1 hour per week 
each.
5. Administration and Studv Time
David should set aside placement study time and admin. Time accordingly, at least half a 
day per week.
He will record his therapeutic contacts monthly for the department. Secretarial support 
will be provided by the Psychology Department.
There are library facilities at Graylingwell for David to access.
Signed:
David Connelly, Psychologist m Clinical Training Date: VXy. o w
Brian Solts, Clinical Psychologist
_  / ' f -V' -  (WDate:
Fiona WUI, Clinical Psychologist Date: 'V ' ^  ^
Summary of Clinical Case Reports
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Adult Mental Health Clinical Case Report Summary.
Client Details and Presenting Problem.
A 45 year old woman presenting with a long history of low mood. The referring GP 
described her as having a “long history of psychological problems.”
Assessment Outline.
Clinical Interview.
The Beck Depression Inventory.
The Personal Adjustment Questionnaire (Brock, 1990).
Brief Formulation.
The client reported an early recognition of feeling “different” and marginalised by her 
family. This led to attempts to obtain positive feedback from others by adopting a 
helpful, subservient role. This functioned as an adequate coping strategy for most of 
her life. However, a series of bereavements, both of family members and her role as a 
mother (when her son attended university) removed the positive reinforcement for this 
role and reactivated the negative schemas formed during her early childhood.
Brief Summary of Intervention.
A ten session programme of Cognitive Behavioural Therapy addressing the client’s 
negative schemas and the resulting negative automatic thoughts. The BDI and the FAQ 
were repeated at the conclusion of treatment. Both these measures and the client’s self- 
report showed improvement. The client also reported the adoption of alternative coping 
strategies as a result of the intervention. She saw these are useful in a continued trend 
of improvement and in relapse prevention.
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People with Learning Disabilities Clinical Case Report Summary.
Client Details and Presenting Problem.
A 30 year old man with a profound learning disability and a history of self-injurious 
challenging behaviour. He was resident in a 24 hour staffed residential unit. The 
referral was a request for advice regarding head banging behaviour which had increased 
in frequency and severity over the preceding year.
Assessment Outline.
Previous clinical notes.
Observations and recordings of the type and duration of the challenging behaviour, 
made by the staff of the residential unit.
Psychology service referral questionnaire.
Direct observations made by the trainee clinical psychologist.
Brief Formulation.
The model of working was behavioural although the data gathering process addressed 
aspects of a biopsychosocial model.
The client’s histoiy suggested poor tolerance of change. A number of staff and resident 
changes had occurred in his home over the preceding year. This had raised anxiety in 
the client and other residents. The instances of distress and challenging behaviour in 
other residents was exacerbating the situation. In addition the client was non-verbal and 
had limited communication skills. Staff changes had led to neglect of the MAKATON 
signs available to the client and further added to his confusion. It appeared that his self- 
injurious behaviour occurred most frequently during changes and handovers of staff 
and when other residents were exhibiting challenging behaviour.
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Brief Summary of Intervention.
Assessment results and the above formulation were fed back to the staff.
A more structured and predictable routine was planned for the client.
A referral was made to the Speech and Language therapist for an assessment of the 
client’s communication skills and advice on future strategies.
The psychology service also provided additional training for the staff group regarding 
managing challenging behaviour. Ongoing input into training was planned.
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Child and Family Clinical Case Report Summary.
Client Details and Presenting Problem.
The client was a 6 year old girl referred by her Health Visitor for behavioural problems. 
She was described as “difficult” from early childhood. This involved constantly 
seeking attention, refusing to comply with parental requests and severe temper tantrums 
including biting, scratching and kicking her mother and siblings. The client was 
receiving htalin for a possible diagnosis of ADHD.
Assessment Outline.
Previous clinical notes.
Assessment interviews with: Mother and client
Mother and father 
Mother and siblings 
School visit 
Home visit
Connors forms to mother and school 
Video material provided by the parents
Brief Formulation.
The model of working was behavioural and cognitive behavioural although the data 
gathering process addressed aspects of a biopsychosocial model.
The assessment revealed an early history of insecure attachment resulting from frequent 
geographical moves and the mothers long history of depression, leading her to be 
emotionally unavailable to her children. In addition the current pattern of interaction 
showed the mother selectively attending to negative behaviour and ignoring positive 
behaviour. Consequently the client could only gain attention through negative 
behaviour.
In addition, inconsistencies between the school and the parental Connors form cast 
doubt over the diagnosis of ADHD and the appropriateness of medication as a 
management strategy. However, the mother remained more persuaded by a biological 
or medical explanation for the problem behaviour.
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Brief Summary of Intervention.
The assessment results and the above formulation were fed back to the parents, the 
school and the Consultant Child Psychiatrist.
Advice on behavioural management was provided for the parents by the trainee clinical 
psychologist and a family therapist. The trainee provided a weekly review of the 
behaviourial management programme over seven sessions including home visits. 
Observations and measurements taken at the end of the intervention showed improved 
behavioural management skills and increase in maternal attention for the clients positive 
behaviour. Although the Connors showed an unchanged picture regarding the 
occurrence of difficult behaviour, they were being managed more effectively and the 
client’s parents felt more confident in their own abilities and their relationship with the 
client had subjectively improved.
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Older Adults Clinical Case Report Summary.
Client Details and Presenting Problem.
The client was an 80 year old woman referred by her Consultant Geriatrician for an 
assessment of her anxiety. She was resident in a nursing home, presented as extremely 
anxious and was making great demands on staff resources due to her constant need for 
reassurance.
Assessment Outline.
Previous clinical notes.
Assessment interview with the client.
The Hospital Anxiety and Depression Scale (HADS)
Brief Formulation.
The model of working was cognitive behavioural.
The client’s early history of material deprivation led to a determination to attain and be 
independent This belief was characterised by “all or nothing” thinking. Following 
retirement she developed a number of health problems (arthritis and Parkinson’s 
Disease) which compromised her goal of independence. In order to avoid becoming a 
perceived burden on her family she realised her assets and moved into a nursing home. 
However, she felt victimised by staff and moved into her current residence to be closer 
to her daughter. This move highlighted her vulnerability and also isolated her from her 
previous social network. Her current residence caters for high levels of physical need. 
The other residents serve to remind the client of her increasing physical dependence and 
the progressive nature of the Parkinson’s Disease. Her “all or nothing” thinking and 
feelings of vulnerability had led to high levels of anxiety and low mood.
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Brief Summary of Intervention.
Assessment results and the above formulation were fed back to the client and the staff 
of the nursing home.
A ten session CBT programme was conducted to address the client’s feeling of anxiety. 
An autogenic relaxation procedure was adopted to help the client manage her 
symptoms. Attempts to address specific worries and cognitions met with limited 
success. However, the clients physical health continued to deteriorate during the 
intervention.
The HADS was repeated at the end of the intervention and showed no change. 
However, the client felt better able to cope in the face of increasing ill health, pain 
disability and dependence. She was also able to share her worries with her family 
without fearing that she was becoming a burden.
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Specialist Placement Neuropsychology Clinical Case Report Summary.
Client Details and Presenting Problem.
The client was a 51 year old woman referred by her GP after reporting problems with 
her memory and intellectual functioning.
Assessment Outline.
Assessment interview.
Psychometric tests: National Adult Reading Test
WAIS-R
WMS-R
The Graded naming Test
The Doors and People Test
The Rey Auditory Verbal Learning Test
The Adult Memoiy and Information Processing Battery
The Speed and Capacity of Language Processing Test
The Test of Everyday Attention
The Trail Making Test
The Controlled Oral Word Association Test
The Hospital Anxiety and Depression Scale
Brief Formulation.
The model of working was neuropsychological.
A number of hypotheses were raised prior to testing. These included an early onset 
organic dementia, normal age related decline in functioning, deficit resulting from a 
minor cardiovascular accident or anxiety.
The pattern of results most strongly supported anxiety as the source of the clients 
perceived difficulties. Above average performance was achieved in tests involving all 
modalities with the exception of those that were timed. The client reported her excessive 
anxiety in those circumstances and did not show the same difficulties on those tests that 
were covertly timed.
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Brief Summary of Intervention.
Assessment results and the above formulation were fed back to the client and the 
ref errer.
She remained sceptical of anxiety as an explanation and still wished to explore more 
medical explanations. However, she did accept the offer of a place in a memory skills 
group after rejecting the offer of a number of individual sessions to explore the role of 
anxiety on her presentation and possible coping strategies.
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Section 3
Research Dossier
126
Small Scale Research Project
A study of the efficacy of a cognitive behaviour group
treatment for bulimia.
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Abstract.
Objectives:
Participants from a CBT group treatment for bulimia nervosa were compared on a 
number of measures of bulimic symptomatology to examine the efficacy of the 
treatment programme. In addition those completing the programme and those dropping 
out of the treatment were compared on the same measures to explore any differences 
between those populations on the domains measured.
Design and Method:
A within subjects, repeated measures design was used to compare pre and post levels 
of bulimic symptomatology and depression. A between subjects design was used to 
compare the pre treatment scores of those completing the programme and those 
dropping out. The measures were administered at the beginning of the group treatment 
programme and again at its conclusion.
Results:
For those completing the group treatment there were significant improvements on all 
measures. There were no significant differences on any of the measures between those 
who dropped out and those who completed the group treatment programme.
Conclusions:
The results suggested a beneficial effect on levels of bulimic symptomatology from 
attending the group treatment programme. However, the failure to identify any 
significant differences on the available measures between those who completed the 
programme and those who dropped out was unexpected. Possible explanations of these 
findings and methodological criticisms of the study were discussed. Further directions 
for research in this area were suggested.
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Introduction.
Bulimia nervosa is an eating disorder characterised by recurrent episodes of binge 
eating and purging behaviour, occurring on average a minimum of twice a week, for at 
least three months ( Hawton, Salkovskis, Kirk & Clarke, 1996). The DSM IV (1994) 
also describes sufferers as experiencing a feeling of a lack of control over eating 
behaviour and persistent overconcem with body shape and weight.
A number of psychological approaches have been taken to attempt to treat this 
condition. These include behavioural, group analytic, educational groups and more 
cognitively orientated approaches, (Gilbert, 1986). Combinations of different 
approaches have also been tried such as feminist educational with behavioural 
techniques (Baskind-Lodahl & White, 1978) and psychoeducational, assertiveness and 
coping skills, (Connors, Johnson & Stuckey, 1984).
Due to the distorted thinking associated with the eating behaviours shown in those 
suffering from bulimia, many authors, (Gilbert, 1986; Gamer & Bemis, 1982 and 
Hawton, Salkovskis, Kirk & Clarke, 1996 , 1996), have suggested that Cognitive 
Behaviour Therapy (CBT) may be a useful way to treat this disorder. Gamer & Bemis 
(1982), suggest that cognitive restmcturing and the use of Socratic dialogue to achieve 
this ( both embodied in CBT) lend themselves well to those suffering from bulimia as 
these individuals typically function at a level of constant self-examination.
Fairbum (1981), described using a CBT approach in the treatment of eleven female 
bulimics. Treatment focussed on normalising the individual’s eating pattem. The 
overall aim of therapy was to eliminate the starvation-binge cycle, with the 
accompanying purging behaviours typically seen in bulimia, by establishing more 
appropriate methods of weight regulation. The individual programmes lasted seven 
months, on average. At the termination of treatment this sample showed a significant 
reduction in the frequency of their purging behaviour and a significant positive change 
in attitude towards their eating and appearance. Eight of this sample had maintained 
those gains at follow-up eight months later. However, this study did not include a 
control group and so no comparisons with other treatments, or even individuals 
receiving no treatment over the same time scale, were possible.
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Fairbum, Kirk, Cooper & O’Connor (1986), compared CBT and short-term focal 
psychotherapy in the treatment of bulimia. Participants were recruited from the 
caseloads of local general practitioners and psychiatrists. Twenty-four patients were 
eventually selected. All were female, satisfied the DSM-IIl diagnostic criteria for 
Bulimia Nervosa and did not have any major comorbid conditions such as depression 
or substance abuse. In addition, participants were receiving no additional treatment 
from other sources. Patients were randomly allocated to one of the two conditions. 
Treatment was on an out-patients basis and lasted for eighteen weeks. Sessions were 
initially a week apart and changed to fortnightly over the final six weeks.
A trained assessor, blind to the patient’s treatment condition, conducted assessment 
interviews and administered various self-report measures. None of the twenty-four 
patients dropped out of treatment.
CBT showed a significantly greater improvement on measures of overall clinical state, 
general psychopathology, social adjustment and the client’s own assessment of 
outcome. This was maintained at a twelve month follow-up. The study suggested that 
bulimia could be treated effectively on an out-patient basis and that gains could be 
maintained after formal treatment had ended. No additional treatment was administered 
during the follow-up period. However, the study had a small sample size and included 
no control group. This again makes these results difficult to generalise and to integrate.
Kirkley, Schneider & A gros (1985), compared CBT group treatment to a non-directive 
group treatment with an emphasis on self-discovery and self-disclosure. Their sample 
of 28 female bulimics were randomly allocated to the two groups. All met the DSM-III 
diagnostic criteria for Bulimia Nervosa and did not have any comorbid disorders such 
as substance abuse or psychosis. A variety of self-report measures were administered at 
the beginning and end of the group. These included The Beck Depression Inventory 
(Beck, Ward, Mendelsohn, Mock & Erbaugh, 1961), The Eating Attitudes Test 
(Gamer & Garfinkle, 1979) and The Eating Disorders Inventory (Gamer, Olmstead & 
Polivy, 1983).
Treatment lasted for sixteen weeks and both groups met on a weekly basis. At the 
termination of treatment both groups had been effective in changing the participants 
cognitions. However, the CBT group had fewer dropouts and the participants showed
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significant reductions in bingeing and vomiting. At a three month follow-up thirty-eight 
percent of the CBT group had maintained their treatment gains compared to eleven 
percent of the non-directive, self-discovery group.
However, the study did not include a control group against which to compare overall 
treatment efficacy. In addition, the sample were recruited through newspaper and 
television advertisements. This casts doubt on how representative of other individuals 
with bulimia this sample was and therefore how generalisable the study’s finding are. 
Finally, although participants reported continual treatment gains at the three month 
follow-up, the level of these gains was comparable to those seen in pharmacological 
treatments, but less than those seen in longer, individually based treatments for bulimia. 
This raises questions regarding how maintenance rates in group treatments for bulimia 
could be raised to rates more comparable with longer, individual treatments.
Along with a number of conditions, such as anxiety ( Hawton, Salkovskis, Kirk & 
Clarke,1996) many authors have advocated group treatments for bulimia such as those 
reported above. Merrill, Mines & Starkey (1987) and Hawton et al (1996), have both 
suggested that people suffering from bulimia may benefit from group treatments as they 
could help to combat the secrecy and isolation typically associated with the condition. 
As with other group treatments, an additional benefit is in financial savings. However, 
these are only genuine benefits if individual’s remain within the treatment programme 
and do not drop out. In addition, group treatments for bulimia can have negative 
consequences. There is the potential for individuals to compare symptomatology in a 
competitive way, actually leading to an exacerbation of the condition (Merrill, Mines & 
Starkey, 1987). Some individuals may also find a group format too anxiety provoking 
and drop-out of treatment. For such individuals provision of individual work may be 
the most appropriate course of action,
Hawton, Salkovskis, Kirk & Clarke (1996), describe the higher attrition rates 
associated with groups in general and group treatments for bulimia in particular when 
compared to individual treatments. Fettes & Peters (1992), completed a meta-analysis 
of group treatments for bulimia. Forty studies were included in the analysis and were 
divided into two categories: CBT and Behavioral Therapy with eclectic approaches. The 
analysis showed a highly significant treatment effect and an overall dropout rate of 
seventeen percent However, they did not find dropout to be significantly associated
131
with any particular variable.
Merrill, Mines & Starkey (1987) analysed six group treatments for bulimia in an 
attempt to identify any predictor variables to discriminate between those who dropped 
out and those who remained in treatment. The participants were fifty-three American 
women, aged between eighteen and forty-eight, and meeting the DSM-III criteria for 
bulimia nervosa. The majority were treated using CBT but no allowance was made for 
treatment type in the analysis.
The analysis found no predictive value in the level of bulimic symptomatology or the 
severity of depression amongst participants. Using cognitive variables the analysis 
correctly identified ninety percent of dropouts. Persisters tended to have more negative 
cognitions. Anxiety variables identified seventy-three percent of dropouts. Persisters 
tended to be more anxious and report more somatic complaints. It was suggested that 
higher levels of psychological and somatic discomfort may motivate persisters to 
remain in treatment. In addition demographic variables identified eighty-three percent of 
dropouts. Dropouts tended to be younger and less likely to be married. Finally, of the 
studies included, the more experienced therapists recorded the lowest dropout rates. 
This may be due to clinical skill within sessions or due to the selection of suitable 
participants from referrals. Unfortunately these issues were not addressed by the study.
In conclusion CBT has been shown to be an effective treatment for bulimia nervosa. 
Group treatments provide an economy of scale and other benefits, such as peer support 
and a means to combat the secrecy and isolation typical of this condition. However, 
dropout rates remain at levels which should cause concern and further exploration of 
this area may reveal implications for future patterns and styles of service delivery.
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O bjectives.
• To examine the efficacy of a group C.B.T. treatment package for bulimia. This 
would be achieved by comparing pre and post treatment levels of bulimic 
symptomatology and depression in a sample of individuals with bulimia 
referred for group C.B.T. treatment.
• Previous findings (Merrill, Mines & Starkey, 1987), have suggested that 
individuals remaining in treatment and not dropping out may experience higher 
levels of psychological and somatic discomfort motivating them to be more 
compliant. The pre-treatment levels of bulimic symptomatology and depression, 
of those completing the programme and those dropping out were compared. If 
individuals who are likely to drop-out can be predicted from the available 
measures this would enable therapists to identify them earlier and possibly 
provide alternative treatment This would, in turn, minimise the disruption to 
other members that individuals dropping out of treatment can cause.
The analysis was conducted by a psychologist in Clinical Training who was not 
involved in the running of the groups. This was partly due to pressure on therapist’s 
time but also to maintain an independent perspective on the analysis.
jPes.l&n^
A within subject, repeated measures design was used to compare pre and post levels of 
bulimic symptomatology and depression.
A between subjects design was used to compare the pre-treatment scores of those 
completing the programme and those dropping out.
133
M ethod.
Participants.
Participants were recruited from five CBT groups for bulimia. These group participants 
were drawn from self and general practitioner referrals. All were diagnosed as suffering 
from bulimia, as assessed using The Bulimic Investigatory Test, Edinburgh (BITE). In 
addition participants were only thought suitable for treatment if they had reached at least 
the contemplative stage of change (Prochaska & DiClemente, 1982). This was assessed 
in interview by the clinician facilitating the group.
Thirty-five participants were recruited overall. Only one was male. The mean age of the 
sample was 34.9 years (SD= 10.0285) with a range of 20 to 50 years old.
Measures.
The Bulimic Investigatory Test, Edinburgh (BITE)(Henderson & Freeman, 1987): 
This measure is a self-report questionnaire and provides a measure of the overall level 
of symptomatology and the severity of those symptoms. Scores give a measure of the 
behaviour associated with those suffering from bulimia. Symptom scores greater than 
20 show a highly distorted eating pattem. Severity scores must be greater than five to 
achieve clinical significance. (See Appendix II: Measures, pg 149)
The Body Shape Questionnaire (BSQ)(Cooper, Taylor, Cooper & Fairbum, 1987): 
This self-report questionnaire provides a measure of the respondent’s preoccupation, 
over the preceding four weeks, with their appearance. This preoccupation score 
provides a measure of the level of cognitions associated with concems over body 
shape. (See Appendix II: Measures, pg 149)
The Burns Depression Inventory : (Hargrove & Sells, 1997) This self-report 
questionnaire provides a measure of depressive symptomatology. Severe depression is 
characterised by a score of 31 or above. This is a measure routinely used by the service 
providing treatment. (See Appendix II: Measures, pg 149)
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Procedure
Participants were selected from a number of referrals as meeting the criteria for 
inclusion in the group. Treatment consisted of a psycho-educational group package, 
running over twelve sessions initially and including follow-up contacts.( See Appendix 
I: A Group Treatment Package For Bulimia Nervosa, pg 143). The treatment was based 
in Horley (Surrey) although referrals were drawn from the whole of the geographical 
area served by the Trust. Analysis was conducted only on the intensive component of 
the programme as sufficient time had not elapsed for follow-up measures to be 
available.
The group provided teaching in areas such as “Patterns of Normal Eating”, 
“Relaxation” and “The Physical and Emotional Side-effects of Bulimia.” In addition 
monitoring and challenging of thoughts and behaviours were conducted over the length 
of the group programme. This comprised the majority, cognitive-behavioural, 
component of the programme.
Standardized measures were administered at the beginning of an eight session group 
and again at it’s conclusion. These pre and post measures were compared to assess any 
changes that may have been due to the treatment. This was also done in relation to those 
dropping out of the group in comparison to those completing the programme.
Data Analysis.
The statistical nature of the differences between repeated measures (i.e those completing 
the programme) were calculated using the Wilcoxon Test. Comparisons between those 
dropping out and those completing the programme were assessed using The Mann- 
Whitney U Test. Although standardised measures were used and measures were all at 
ratio scale level these non-parametric tests were: chosen due to the lack of normally 
distributed data.
All statistics were calculated using SPSS (8.0) for windows.
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R esults:
Self-report measures:
Table 1 (see pg 137) shows the results of the comparison of pre and post measures for 
those completing the treatment programme. There was a significant improvement on all 
measures.
Table 2 ( see pg 138) shows a comparison of the pre-treatment measures of non­
completers and completers. There were no significant differences between the number 
and severity of symptoms and the reported level of depression, between those who 
dropped out and those who completed the treatment.
Of the thirty-five participants recruited to the study fifteen failed to complete the 
programme. However, this 43% dropout rate, as compared to average rates across 
group treatments for bulimia of 17% (Fettes & Peters, 1992) may be misleading. All of 
the fifteen non-completers discontinued treatment between the assessment session and 
the first session of treatment Of those attending the first treatment session no one 
dropped out.
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Table 1: Participants completing the programme: Pre and post comparisons.
B SO :n  = 20 Wilcoxon:
Pre: Post:
mean = 153.95 mean = 114.4 Z = -3.510
p = 0.0001
BITE: n = 20
Symptoms: Symptoms:
Pre: Post:
mean = 23.15 mean = 17.35 Z = -3.009
p = 0.003
Severity: Severity:
Pre: Post:
mean = 8.85 mean = 4.95 Z = -3.013
p = 0.003
Burns Depression:
n = 11
Pre: Post:
mean = 28.27 mean = 17 Z = -2.469
p = 0.013
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Table 2: Comparison of pre measures of non-completers and completers.
BSO: Mann-Whitney U:
Non-completers: 
n = 15
Completers: n = 20
Pre: Pre:
)
mean = 147.2 mean = 153.95 Z = -1.051
p = 0.298 n.s.
BITE:
Symptoms: Symptoms:
Non-completers: 
n = 15
Completers: 
n = 20
Pre: Pre:
mean = 23.67 mean = 23.15 Z = -0.589
p = 0.564 n.s.
Severity: Severity:
Non-completers: 
n = 15
Completers: 
n = 20
mean = 12.77 mean = 8.85 Z = -1.754
p = 0.080 n.s.
Burns Depression:
Non-completers: 
n = 5
Completers: 
n = 11
mean = 27.8 mean = 28.27 Z = -0.057
p = 1.000 n.s.
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D iscu ssion .
Comparisons of available pre âiid post measures for those completing the group 
treatment programme suggest that there has been a statistically significant improvement 
on all variables. The improvement on the BSQ would indicate a statistically significant 
reduction in the participants preoccupation with body size and shape. In addition both 
the number of symptoms and their severity, as measured by the BITE significantly 
decreased to below the clinical cut-off point. Again, as monitoring and limiting these 
behaviours is also an aim of CBT treatments for bulimia the programme would appear 
to have been beneficial. Although the measure was only administered to two groups, 
the Bums Depression Checklist also showed significant improvements. This may have 
been due to an increasing feeling of support and self-efficacy developing during the 
course of treatment. It may also have been helped by the group format which has been 
speculated to combat the secrecy and isolation associated with eating disorders.
Without a control group, or a comparison treatment group it is difficult to put the above 
improvements into perspective. However, previous research cited in the introduction 
has suggested the better overall efficacy of CBT in relation to other available treatments. 
It would also have been interesting if follow-up data had been available to measure the 
latency of treatment gains. Unfortunately these data had not yet been collected at the 
time of writing.
The comparison of available measures for those completing the programme and those 
dropping out showed no significant differences. This was in contrast to previous 
research ,(Merill, Mines & Starkey, 1987), suggesting that those who are more 
preoccupied and distressed may be more motivated to comply with treatment. Without 
additional data it is difficult to speculate why these individuals did not complete the 
programme. With the available data it would be impossible to predict which individuals 
would remain within treatment and which would drop out. However, Merill et al 
(1987), analysed six groups and the superior power of their study does not preclude a 
type 2, or false negative, error in this study
More generally, it is not uncommon for the short-term effects of therapy to be an 
exacerbation of psychological distress due to increased awareness in participants 
fostered by monitoring tasks, (Hawton, Salkovskis, Kirk & Clarke, 1996). This may
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have had a number of effects within this sample even at the level of self-examination 
necessary at the assessment session. Some may have found this experience quite 
noxious and decided to discontinue treatment. Others may have seen this as 
reinforcement concerning the seriousness of their condition and chosen to complete the 
programme. The inclusion of follow-up measures in this design, including both 
completers and non-completers (not available at this point in time) would better clarify 
this. It may be that additional information concerning what to expect from the 
experience of therapy would limit attrition rates in future.
Although speculative, it is possible that the geographical location of the treatment centre 
may have acted as a disincentive in itself. Although Horley ( the location of treatment) 
did provide a number of referrals, the greater proportion of potential group members 
had to travel. This may have been preferable to some in terms of anonymity, but may 
also have acted as a more practical disincentive for others. Indeed a number of the 
single referral sites were substantial distances away from the treatment centre. It would 
be potentially beneficial to the service to examine the location of future referrals and 
whether any geographical pattem emerges regarding those completing and those 
dropping-out of the treatment programme. It may be that more locality based services 
could limit this drop-out rate.
In conclusion, the results obtained in this study do show a statistically significant 
treatment effect for those remaining in the group programme. This was apparent both in 
levels of symptomatology and also in the participant’s levels of preoccupation regarding 
body size and eating patterns.
Comparisons made with those completing and not completing the programme show a 
similar level of symptomatology and of preoccupation with body size and eating 
patterns. There are various possible explanations for participants not completing the 
programme. However, there is insufficient information to speculate on exact causes at 
this time.
The answers to the above questions may help to improve the provision of a service 
which already appears to be providing a significant benefit for those attending and 
completing its treatment programme.
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Appendix I: A Group Treatment Package For Bulimia Nervosa.
The Group Package.
This psycho-educational group package has been developed to teach alternative, less 
destructive coping strategies to replace binging and vomiting. The emphasis is also on 
self-help and mutual support. Within the group underlying issues are acknowledged but 
not directly addressed. It is made clear to each participant that the self-help element of 
the treatment should be used for exploring such issues.
The group is closed and offers a two year package with three phases:
• The Initial Intensive Phase, comprising of twelve weekly sessions.
• Phase Two involves follow-up groups one month after the Intensive Phase after 
that at three monthly intervals for the remainder of the two years.
• The Third Phase is the use of self-help in the community. This enables the 
group members to maintain the supportive relationships that they form whilst 
continuing to tackle their bulimia nervosa. The self-help group also allows a 
forum for exploring underlying issues relating to the disorder. All group 
members who complete the package are encouraged to meet in their own time 
and maintain an active support group.
Assessment.
Before attending the group, each client attends an individual assessment appointment 
with the group leaders. This serves several purposes:
• All group members should have met the DSM-IV (American Psychiatric 
Association, 1994) criteria for Bulimia Nervosa in the past year.
• Any referral who has a weight below 15% of their required weight is excluded 
from the group and entered into individual psychotherapy.
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• A current diagnosis of a major depressive episode also excludes the patient from 
the group until the depression is appropriately treated.
• To make sure that the client really feels that the group is suitable for them.
In addition participants are only thought suitable for treatment if they have reached at
least the contemplative stage of change (Prochaska & DiClemente, 1982).
• To administer several self-report measures used to monitor the individuals
progress during therapy: Bulimic Investigatory Test, Edinburgh
(BITE)(Henderson & Freeman, 1987), The Body Shape Questionnaire 
(BSQ)(Cooper, Taylor, Cooper & Fairbum, 1987) and 77%^ Bums Depression 
Inventory : (Hargrove & Sells, 1997)
Initial Intensive Phase.
Session 1: Breaking the Cvcle: Principles of Normal Eating.
Group members introduce themselves briefly.
A brief clinical overview of Bulimia Nervosa is presented and group members 
encouraged to discuss “what bulimia means for you.”
The “binge-starving cycle” is fully described and it is explained that the only way to 
avoid this is by introducing regular daily eating.
The “principles of normal eating” are introduced and distributed on a handout.
For homework: it is suggested that each member attempts two steps from the principles 
of normal eating until they have been incorporated into their daily eating pattern. 
Homework is reviewed at the beginning of every session.
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Session 2: How Thinking Affects Behaviour: Steps of Cognitive Therapy.
The cognitive model is introduced over the next three weeks.
The relationship between thoughts, behaviour and mood is introduced.
The model of a vicious cycle is explored and the concept of negative automatic thoughts 
is then introduced. In addition underlying assumptions are explored and group 
members encouraged to attempt to identify their own underlying assumptions.
For homework: mtmbers identify and record negative automatic thoughts during the 
week.
Session 3: Thinking Errors.
The automatic thoughts identified in the homework are considered.
Following this the concept of thinking errors are introduced.
Examples of common thinking errors are given.
The group is shown how to record their thinking errors on a “Thought Record Sheet.” 
Members are advised not to think of a rational response until they have leamt to identify 
the type of error first.
For homework: members record automatic thoughts and attempt to work out what 
thinking errors each thought contains.
Session 4: Challenging The Wav You Think.
The session introduces looking for rational answers. Members split into pairs and try to 
challenge each others negative automatic thoughts by identifying the thinking errors and 
seeking more positive and useful alternatives.
For homework: Members are asked to try to rationalise their thoughts by recording 
them on their thought sheets. They are also asked to be aware of any changes in their 
behaviour as a consequence of altering unhelpful thinking.
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Session 5: Dietary Advice.
Provides an overview of the effects of bulimia and dieting on metabolism.
For homework: continuing with thoughts monitoring and challenging.
Session 6: Coping With Anxiety: Relaxation.
Homework is carefully reviewed at this point to ensure that everyone has grasped the 
idea of challenging negative thinking.
A discussion is opened concerning the role of anxiety and tension in binging and self­
induced vomiting.
Symptoms are introduced and described.
The group are introduced to a relaxation technique.
For homework: Members continue to monitor and challenge their thoughts. They also 
practice the relaxation technique.
Session 7: Coping Strategies.
The session focusses around the anxiety curve and how the coping strategies developed 
so far could be used to provide choice.
This session is also used to consolidate gains so far and address group members 
perceptions of their own progress.
This is the period when most drop-outs usually occur.
Session 8: Medical Information.
Group members list symptoms they may have experienced in the past. Causes and 
consequences of these symptoms of bulimia are explored.
This is a very powerful session and requires each group member to 
confront the fact that bulimia nervosa is a very self-destructive coping 
strategy.
146
Session 9: Body Disparagement.
The importance of slimness with regard to socio-cultural pressure is addressed.
A handout is used to open the discussion.
For homework: The handout includes worksheets which are completed for homework. 
Session 10: What Is Assertiveness?
Previous homework is thoroughly reviewed again at this point.
The role of assertiveness, lack of self-esteem and it’s role in bulimia is discussed and 
explored.
Video and role play is used to model assertiveness.
For homework: Members are asked to note one situation where they could have been 
assertive and were not.
Session 11: Practising Assertive Behaviour.
The situations identified in homework are used as role-plays which may be recorded on 
video and used for feedback.
For homework: Members are encouraged to experiment with assertive behaviour. 
Session 12: Feedback And Summing-Up.
After reviewing the last weeks homework the group reviews it’s experience of the 
group programme.
This provides both an opportunity for members to express their opinion about the 
treatment and enables any components which members have found difficult to be 
revised.
Finally, the future is addressed and members are encouraged to talk about their 
anxieties and how they feel about the intensive component of the programme coming to 
an end.
147
Phase 2: Follow-up Groups.
These follow-up sessions are aimed to maintain treatment gains.
During these groups the therapists are much less active in order to encourage sustained 
group cohesiveness and autonomy.
In addition members are continually reminded of the self-help facility offered as Phase 
Three of the programme. Former members already involved in the self-help group are 
invited to attend the final session of the intensive phase in order to introduce themselves 
and explain the value of their meetings.
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Appendix II
Measures
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NAME........................................      DATE
1 .
2 .
3.
4.
5.
6 .
BULIMIC INVESTIGATORY TEST. EDINBURGH
Do you have a regular day to day eating pattern?
Are you a strict dieter?
Do you feel a failure if your break your diet once?
Do you count the calories of everything you eat, even when 
not on a diet.
Do you ever fast for a whole day?
If yes - how often is this?
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
EVERY SECOND DAY - 5 2  ^3 TIMES A WEEK - 4
ONCE A WEEK - 3 NOW AND THEN - 2 HAVE ONCE - 1
7. Do you do any of the following to help you lose weight? (circle number).
NEVER OCCASIONALLY ONCE A 2-3 TIMES DAILY 2-3 TIMES 5+TIMES
WEEK A WEEK A DAY A DAY
TAKE DIET 
PILLS 0
TAKE
DIURETICS 0
TAKE
LAXATIVES 0
MAKE 
YOURSELF 
VOMIT 0
8. Does your pattern of eating severely disrupt your life? YES/NO
9. Would you say that food dominated your life? YES/NO
10. Do you ever eat and eat until you’re stopped by physical
discomfort? YES/NO
11. Are there times when all you can think about is food? YES/NO
12. Do you eat sensibly in front o others and make up in private? YES/NO
/go
NAME ..............    DATE
13.
14.
15.
16.
17.
18.
19.
20 . 
21 . 
22 .
23.
24.
25.
26. 
27.
Can you always stop eating when you want to? YES/NO
Do you ever experience overpowering urges to eat and eat and eat? YES/NO 
When you are feeling anxious do you tend to eat a lot? YES/NO
Does the thought of becoming fat terrify you? YES/NO
Do you ever eat large amounts of food rapidly? (not a meal) YES/NO
Are you ashamed of your eating habits? YES/NO
Do you worry that you have no control over how much you eat? YES/NO
Do you turn to food for comfort?
Are you able to leave food on the plate at the end of a meal? 
Do you deceive other people about how much you eat?
Does how hungry you feel determine how much you eat?
Do you ever binge on large amounts of food?
If yes, do such binges leave you feeling miserable?
If you do binge, is this only when you are alone?
If you do binge, how often is this?
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
YES/NO
HARDLY EVER..........1
ONCE A WEEK.......... 3
DAILY.................... 5
ONCE A MONTH  2
2-3 TIMES A W EEK  4
2-3 TIMES A DAY...........6
28. Would you go to great lengths to satisfy an urge to binge? YES/NO
29. If you overeat do you feel very guilty? YES/NO
30. Do you ever eat in secret? YES/NO
31. Are your eating habits what you would consider to be normal? YES/NO
32. Would you consider yourself to be a compulsive eater? YES/NO
33. Does your weight fluctuate by more than 5 lbs in a week? YES/NO
' S i
GUI. L EN CENTRE -
B.S.Q. PsychôEherapy Department
NAME DATE THERAPIST
We should like to know how you have been feeling about., your appearance over the 
PAST FOUR WEEKS. Please read each question and circle the appropriate number to 
the right. Please answer all the questions.
OVER THE PAST FOUR WEEKS: g
>- 1
i Ag
1 2 3 41. Has feeling bored made you brood about your shape?   3 à 5 6
2. Have you been so worried about your shape that you
have been feeling that you ought to diet? 1 2  3 4 5 6
3. Have you thought that your thighs, hips or bottom
are too large for the rest of you? 1 2  3 4 5 6
4. Have you been afraid that you might become fat (or
fatter)? 1 2  3 4 5 6
5. Have you worried about your flesh being not firm
enough? 1 2  3 4 5 6
6. Has feeling full (e.g. after eating a large meal)
made you feel fat? 1 2 3 4 .5 6
7. Have you felt so bad about your shape that you have
cried? 1 2  3 4 5 6
8. Have you avoided running because your flesh might
wobble? 1 2  3 4 5 6
9. Has being with thin women made you feel self-
conscious about your shape? 1 2 3 4 5 6
10. Have you worried about your thighs spreading out
when sitting down? 1 2  3 4 5 6
11. Has eating even a small amount of food made you
feel fat? 1 2  3 4 5 6
12. Have you noticed the shape of other women and felt
that your own shape compared unfavourably? 1 2  3 4 5 6
13. Has thinking about your shape interfered with your 
ability to concentrate (e.g. while watching
television, reading, listening to conversations)? 1 2  3 4 5 6
14. Has being naked, such as when taking a bath, made
you feel fat? 1 2 3 4 5 6
Ig...
I g I1 S
15. Have you avoided wearing clothes which make you
particularly aware of the shape of your body? 1 2 3 4 5 6
16. Have you imagined cutting off fleshy areas of
your body? 1 2 3 4 5 6
17. Has eating sweets, cakes, or other high calorie
food made you feel fat'? 1 2 3 4 5 6
I S . Have you not gone out to social occasions (e.g.
parties) because you have fr-l t bad about your shape'?* : 3 4 5 6
19. Have you felt excessively large and rounded? 1 2 J 4 5 6
20. Have you felt ashamed of your body? 1 2 3 4 5 6
21. Has worry about your shape made you diet? 1 2 3 4 5 6
22. Have you felt happiest about your shape when your
stomach has been empty (e.g. in the morning)? 1 2 3 4 5 6
23. Have you thought that you are the shape you are
because you lack self-control? 1 2 3 4 5 6
24. You have worried about other people seeing rolls
of flesh around your waist or stomach? 1 2 3 4 5 6
25. Have you felt that it is not fair that other
women are thinner than you? 1 2 . 3 4 5 6
26. Have you vomited in order to feel thinner? 1 2 3 4 5 6
27. When in company have you worried about taking up 
too much room (e.g. sitting on a sofa, or a bus
seat)? 1 2 3 4 5 6
28. Have you worried about your flesh being dimply? 1 2 3 4 5 6
29. Has seeing your reflection (e.g. in a mirror or
shop window) made you feel bad about your shape? ] 2 3 4 5 6
30. Have you pinched areas of your body to see how
much fat there is? Î 2 3 4 5 6
31. Have you avoided situations where people could 
see your body (e.g. communal changing rooms or
swimming baths)? 1 2 3 4 5 6
32, Have you taken laxatives in order to feel thinner? 1 2 3 4 5 6
33. Have you been particularly self-conscious about
your shape when in the company of other people? 1 2  3 4 5 6
34. Has worry about your shape made you feel  you ought
to exercise? 1 2  3 4 5 6
Literature Review
A Critical Analysis Of General Medical 
Staff Attitudes Towards Decision 
Making In Client Care: Recent N.H.S. 
Changes And Their Potential Impact.
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Introduction.
There have been a number of initiatives in recent years, both inside and outside of the National 
Health Service (NHS), attempting to increase individual involvement in local and national 
government organisations. The government paper “Modernising Local Government (DETR, 
1996), specified a number of aims for involving the public in local and national government. 
These are to seek people’s views, increase the involvement of communities in decision 
making, let voters determine and/or influence health policy and develop a watchdog or scrutiny 
role for the citizen. These initiatives have prompted a greater emphasis on the way in which 
decisions are made regarding patient care and how much the patient’s wishes are taken into 
consideration during that process. The above initiative have also created a greater focus on the 
role of healthcare workers within the NHS. This has involved examining the thoughts of NHS 
staff regarding service provision, managing change and what impact this potentially has on the 
service that patients receive.
This paper will explore the reasoning behind moves to more client-centred decision making in 
healthcare workers and critically analyse the literature which has examined the area of patient 
and professional partnerships in health. It will then explore the areas of predicting and 
changing the way in which client related decisions are made in healthcare, with particular 
reference to The Theoiy of Planned Behaviour, (Ajzen, 1985). This will also entail examining 
the perceived role and position of healthcare workers within the NHS and how actively 
involved they feel within the current culture of change. Possible directions for future work will 
also be discussed.
Moves towards greater patient involvement in health related decisions.
There have been a number of government initiatives in recent years, such as Working for 
Patients (Department of Health 1990) and The Patient’s Charter (Department of Health 1996), 
encouraging the involvement of patients in planning health care. This has encompassed not 
only the individual’s own health decisions but also a greater role in planning national policy 
and services (Loughlin, 1993). This has not been confined to general medicine. One of the 
main goals of The NHS and Community Care Act 1990, was enhanced user and carer 
involvement in the planning and delivery of mental health services, (Bowl, 1996).
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The NHS Executive document “Patient Partnership” (1996) gave the following factors as 
driving the need for a greater voice and influence to NHS users and carers. Effective services 
are more likely to be developed if they are planned on the basis of patient/carer health needs. 
Growing social expectations of openness and accountability mean that users of public services 
are seeking more say in how the NHS develops, what services it provides and to what 
standards. Patients want more information about their health condition, treatment and care, 
(Beisecker & Beisecker, 1990). The Patient’s Charter responds by stating the right to such 
information. It is integral to the whole process of “informed” consent There is some evidence 
that involving patients in their own care improves health outcomes and increases patient 
satisfaction. As we become more sophisticated in assessing clinical effectiveness and 
outcomes, it is important to find ways of providing that information to patients. It must be in a 
form that they can understand and which reflects the patient’s view of the benefits of their 
treatment, (NHS Executive, 1996).
There are a number of reasons for this move towards shared planning and decision making. In 
much the same way that patients consult in order to gain medical knowledge and an 
understanding that they do not have, clinicians and managers should consult service users in 
order to gain insight into the patients experiences, (Loughlin, 1993). There is also an 
assumption, within the legislation, that efficient, effective services are likely to result if 
provision more closely reflects the expressed needs of service users, (Bowl, 1996). There has 
also been an apparent assumption that the structural changes outlined in the legislation will lead 
to a cultural shift within the fabric of the NHS and it’s staff towards a more user-centred 
approach, (Bowl, 1996). It remains unclear within the research literature whether such a 
change has occurred and what implications this has for service provision and staff attitudes.
There have been a number of studies that have examined partnership and collaboration between 
patients and healthcare workers. The majority have focussed on the role of the physician.
Williams, Weinman &. Dale (1998), reviewed studies examining doctor-patient communication 
and how satisfied patients were with the interaction. This article was not a meta-analysis and 
papers were included from a number of countries, (America, Mexico, UK & Holland). The 
papers reviewed utalised various qualitative methodologies and dealt with verbal and not non­
verbal behaviours. This retrospective reporting of the patient’s experience risks various 
reporting biases and lacks an empirical behavioural component.
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The majority of papers were American and this obviously involved a number of different health 
care systems. This factor was acknowledged by the authors and further comparison of the 
private healthcare systems examined in the majority of papers and the NHS model in the United 
Kingdom highlighted as an area for future research. However, it was reported that overall the 
studies indicated that higher patient-centredness and empathy, from doctors during 
consultations with patients, were associated with greater patient satisfaction. In addition it was 
also found that patients presenting with physical problems were more satisfied when the 
physician adopted a more “directing” rather than a sharing style. Globally it was the 
information provided by the doctor during the interaction that was found to be related to 
increased patient satisfaction. This would suggest that although patients expressed greater 
satisfaction when they received more information in the consultation there remained a 
preference for a more directive approach from the expert physician concerning specific physical 
problems.
An additional concept in the area of provider-client relationships in healthcare is that of 
partnership. The term “partnership” was defined as the patient and clinician together agreeing 
on goals and of ways to achieve them, (Institute of Medicine, 1994). Roter (1987), defined a 
partnership model of provider-client relationships as one in which both parties maintain high 
control and responsibility for decision making, as opposed to a more authoritative guidance 
model.
Leopold, Cooper &. Clancy (1995), expanded the area of clinician-patient communication and 
reviewed studies examining the impact of a sustained partnership between clinician and patient. 
Again, this paper was not a meta-analysis and the majority of the papers were American, 
therefore concerning a different health care system.
Leopold, Cooper &. Clancy (1995), identified three recurring themes. The first of these was 
the importance of the clinician knowing and respecting individual patient’s experiences, values 
and preferences. Kravitz, Cope, Bhrany &. Leake (1994), are cited in this review. They 
surveyed a sample of internal medicine patients prior to their first medical visit. Approximately 
70% felt that discussing their own ideas about managing their condition was necessary. When 
this did not occur the result was significantly lowered patient satisfaction. A more patient 
centred style of interaction was found to be associated with increased patient satisfaction (Hall, 
Roter, Katz, 1988), compliance (Stewart, 1984), patient knowledge and recall (Smith &. 
Hoppe, 1991) and the physician’s understanding of the patient’s reason for initiating the
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encounter and resolving the patient’s concerns, (Henbest &. Stewart, 1990).
A second theme identified by Leopold, Cooper &. Clancy (1995), concerned communication 
style. This conclusion was based on a number of studies which analysed data from large 
samples. Bertakis, Roter &. Putnam (1991), surveyed more than 500 patients in two university 
clinics. They found that a more discursive and less controlling communication style showed a 
greater level of patient satisfaction than a more directive approach. They also found a 
significant correlation between satisfaction and improved health status. In a similar study Buller 
&. Buller (1987), found that patient satisfaction increased as physicians used an affiliation style 
of communication. This was described as involving friendliness, openness, attentiveness and 
calmness. In an analysis of over 200 patients they reported that approximately 75% of the 
variance in evaluation of medical care overall was attributable to physician’s communication.
The third theme that Leopold, Cooper &. Clancy (1996), described involved patient 
participation, negotiation, desire for infoimation and desire for shared decision making. The 
review also suggested that patient activation and participation was associated with greater 
compliance with recommended treatment regimes. Frank, Kupfer &. Siegel (1995), attempted 
to develop joint decision making between physicians and a sample of general medical 
outpatients. They reported very low rates of patient dropout and high rates of objectively 
measured medication compliance. In a similar study Eisenthal, Emery, Lazare &. Udin (1979), 
reported that compliance with a treatment regime was significantly associated with a process of 
negotiation. This was measured as the extent to which the clinician facilitated and understood 
the patient’s request and the extent to which the patient participated in the treatment decision. 
Overall, Lidz, Meisel, Osterweis, Holden, Maix &. Muntez (1983), reported the following 
related to greater information provision for patients. Only 10% of those surveyed wanted the 
information in order to actively participate in decision making regarding their own health and 
treatment. However, information was sought as a means to comply with treatment, as a sign of 
respect from the clinician and to provide an opportunity to veto a decision already made by the 
physician.
Whilst the above literature suggests substantial benefits from greater patient involvement in 
decision making, the picture is not quite that simple. Pierce (1996), strikes a note of caution. A 
cultural shift has occurred and it is not uncommon for patients to now be involved in their own 
treatment decisions. However, without the proper support from medical staff this freedom may 
actually be perceived as an additional burden by the patient and actually contribute to physical
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and emotional distress. In addition to the above Bailey (1994), states that a doctor cannot help 
the patient unless the patient cooperates, complies and trusts. Similarly, Leopold, Cooper &. 
Clancy (1996), warn that a partnership cannot exist if only the physician deems it to be one. 
Clearly there is a middle ground in terms of partnerships between clinicians and patients where 
the individual patient feels consulted and listened to whilst still retaining confidence in 
professional, expert advice. This note of caution highlights the role of individual patient 
differences and preferences in healthcare. Whilst survey data identifies group preferences and 
trends, healthcare staff still need to remain flexible and sensitive to the wishes of the individual.
Beisecker, Helmig, Graham &. Moore (1994), conducted a study in the area of breast cancer 
and medical decision making. The study concerned the attitudes towards medical decision 
making of physicians, nurses and patients in Kansas City, USA. The locus of Authority in 
Decision Making Scale (Beisecker &. Beisecker, 1990), was administered to 110 physicians 
and 115 nurses, working in the area of breast cancer, in a postal administration. In addition 
228 patients attending a private clinic for breast cancer were approached during a routine clinic 
appointment and asked to complete the measure. An overall response rate of 82% was 
achieved.
Results showed that all groups believed that physicians should have the dominant role in 
decision making. However, nurses thought that patients should have more input than either the 
patients or the physicians thought that they should. Overall physicians advocated the least 
patient input. The patients who responded to the questionnaire advocated a collaborative 
relationship with the physician. However, all the respondents believed that they relied on the 
physician for an expert medical opinion and the majority felt that the ultimate decision making 
authority rested within themselves.
Whilst there was no significant effect for age within the patient’s responses, both the nurses 
and physicians advocated less input in decisions for older patients. It remains to be seen 
whether such attitudes reflect genuine differences regarding preferences for increased input 
across different age populations or actually an ageist stereotype. In addition, a methodological 
problem with this study is that patients were responding in the context of their own age whilst 
medical staff were reacting to a range of patient ages from 40 to 75 years, as specified in the 
measure. In addition those patients and health care staff completing the measure could represent 
a more motivated and potentially unrepresentative sample of the group being examined. This 
was also an outpatient Sample who were potentially more autonomous than an inpatient
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population may have been.
To summarise, there have been cultural and political changes in recent years that have 
precipitated moves towards greater patient involvement and more patient-centred decision 
making in health care staff.
‘‘Over time, the principle of unswerving beneficence has gradually been supplanted by 
the tenets o f patient autonomy and consumerism and interest in the patient's perspective 
has grown." Kravitz (1996)
Research into this area has primarily been focussed on physicians and issues such as 
communication and perceived patient-clinician partnerships. The main outcome measure in 
these studies has been patient satisfaction. However, there has been little research into the 
roles, attitudes and experiences of other healthcare workers such as nurses, professions allied 
to medicine and other non-clinical healthcare staff. The latter individuals may have more face to 
face contact with a client than the clinician or the nurse and so may potentially play a greater 
role in fostering patient autonomy. A collaborative relationship with a physician may be vitally 
important to the patient but their overall position and identity as a patient within the health 
service as a whole may be equally important. However, there is very little research on these 
broader, organisational issues.
Predicting and changing the way in which client related decisions are
made in healthcare.
In the past two decades the area of social psychology has grown in popularity. This has seen 
an increase in the use of models and theories from that area to predict and understand social 
behaviour in different domains, (Godin &. Kok, 1996). This review will limit it’s discussion 
to two such models: The Theory of Planned Behaviour (TPB)(Ajzen, 1985) and it’s 
predecessor The Theory of Reasoned Action (TRA)(Ajzen &. Fishbein, 1980). Although other 
models of social psychology have been used in health related studies the literature has 
suggested that the Theory of Planned Behaviour may be particularly useful in studying and 
predicting the behaviour of health care providers as well as consumers of those services, 
(Millstein, 1996).
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The Theory of Planned Behaviour (TPB) and it’s predecessor The Theory of Reasoned Action 
(TRA), were both proposed to predict social behaviour. Both models are based on the 
assumption that attitudes are not the best predictors of change. There are various components, 
including attitudes, that influence an intention to behave in a certain way. In that way it is 
assumed that the intention to engage in a certain behaviour is a better predictor than the 
individual’s attitude towards that behaviour, (Ajzen, 1985).
The theories are fundamentally similar, however the TPB includes the additional factor of 
Perceived Behaviour Control, (See Figure 1). This was added after the observation that the 
original model (TRA) was less valuable when describing behaviour over which people had 
incomplete volitional control, (Godin &. Kok, 1996).
Figure 1: The Theory of Planned Behaviour (Aizen 1985):
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Three main factors are believed to influence the intention to behave. The first (labelled 1) 
concerns the individual’s attitudes. These are determined by the individual’s beliefs about the 
outcomes associated with the behaviour in question and the consequences of those outcomes. 
The greater the person believes that certain consequences are associated with a behaviour, and 
the greater the value that they place on those outcomes, then the more favourable their attitude 
towards the behaviour will be.
The second factor (labelled 2) is referred to as the subjective norm. This is dependent on the 
extent to which perceived important people would either approve or disapprove of the person 
performing that particular behaviour. In addition it is dependent on the extent to which the 
person is motivated to comply with the wishes of those important people.
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The third factor (labelled 3) is referred to as perceived behaviour control and is the main 
difference between the TRA and TPB. This states that the greater the perceived behavioural 
control over a behaviour, the greater should be the intention to behave, (Ajzen, 1985), In 
contrast, the less a behaviour is seen to be under the individual’s voluntary control, the weaker 
the impact of attitudes and subjective norms on the intention to behave. Self-efficacy is also 
viewed as conceptually related to perceived behavioural control, (Godin &. Kok, 1995). Thus, 
according to the TPB, an individual may have a positive attitude towards changing their 
behaviour, important others may approve of this planned change but if that behaviour is 
perceived not to be under the individual’s control, then the change will not occur. A classic 
example of this is giving up smoking, where the addictive craving may be perceived as an 
external compulsion beyond the individual’s control (Ajzen, 1985).
The research literature contains encouraging evidence for the utility of the above model in 
predicting behaviour. Sheppard, Hartwick &. Warshaw (1988), conducted a meta-analysis of 
87 studies, using the TRA in a variety of settings. They found that the average correlations 
between intentions and behaviours were above 0.5 and that the average correlation between 
intentions and it’s predictors, attitudes and subjective norms was above 0.65.
Godin &. Kok (1996), conducted a review of applications of the TPB to the domain of health. 
The aim of the study was to examine the efficacy of using the model to explain and predict 
health-related behaviours. The method utilised involved reviewing studies that had used 
regression analysis as a means of testing the TPB. Fifty-six studies in total were selected for 
inclusion. The areas studied included addictive behaviours, driving behaviour, clinical 
screening issues, eating behaviour, exercise, HIV/AIDS and oral hygiene. A number of studies 
were excluded. These included cross-sectional studies that reported predictions of current 
behaviours instead of intentions. This was due to the fact that such studies violated the causal 
associations of the theory regarding intention to behave and the study was designed to explore 
the efficacy of this rationale for predicting future behaviour.
Individual behaviours reported in the various studies reviewed were compared in terms of 
correlation coefficients, standardized regression coefficients and any other statistical strategy 
used provided it represented a test of the theory. No meta-analysis was conducted. The results 
indicted that the average variance explained by intention was .41 and .34 for behaviour. These 
results are comparable with other meta-analytic studies.
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In their wider examination of the application of the TRA outside of the health domain, 
Sheppard, Hartwick &. Warshaw (1988), conducted a meta-analysis of studies that had used 
regression analysis and found average explained variance of .436 for intention and .281 for 
behaviour. It is interesting to note that this study was conducted with reference to the TRA 
which does not include the concept of perceived behaviour control.
Godin &. Kok (1996), concluded that within health related studies approximately a third of 
variations in behaviour could be explained by the combined effects of intention and perceived 
behavioural control. Intention was identified as the most important variable. Intention was 
attributed 66.2% of the explained variance. An important aspect of this paper was that it 
identified perceived behavioural control as a significant factor in explaining intentions. In this 
analysis it was found to be as important as attitude. Although Fishbein has argued that 
perceived behavioural control is really only a effective measure of attitude (Fishbein, 1993), 
this analysis revealed that the shared variance between perceived behavioural control and 
attitude was only 10%, suggesting the existence of the former as a separate concept (Godin &. 
Kok, 1996). However, the studies reviewed used a variety of methods to assess perceived 
behavioural control. This would suggest that a more uniform approach to the assessment of 
this component of the model would be needed before any conclusions could be reached.
The above paper contains a number of issues which should lead it’s results to be treated with 
some caution. A variety of studies using different methodologies were included for analysis. In 
addition, the studies included dealt exclusively with patient populations. The general finding 
was that social influence (or subjective norms) were less important than attitude or perceived 
behavioural control. No studies were included examining health care staff and their intentions. 
It may be that these professions, with strong ethical traditions of serving others, would show a 
stronger relationship with subjective norms. Godin &. Kok (1996), also state that a number of 
studies reported variables that are not included in the TPB. These include personal norms (such 
as self or role identity) and moral norms (or personal normative beliefs). Ajzen has 
acknowledged that the TPB is open to additional predictors, if they explain significant variance 
in intention after the other existing variables have been taken into account, (Ajzen, 1991). 
However, this research remains ongoing.
Hedeker, Ray &. Patraitis (1996), used the TRA in a paper examining statistical methods to 
estimate individual differences. A questionnaire was constructed based on the elements of the 
TRA, to assess the effects of a school smoking prevention project in America. A baseline.
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post-intervention, follow-up and 1 and 2 year follow-up measures were taken from 1,002 
students (at the first point of measurement). The various questionnaire results were analysed 
using a random-effects regression model. Although the analysis showed the project to have had 
a significant positive effect it was also able to provide estimates of the statistical weightings of 
both attitudes and subjective norms in relation to behavioural intention. In the context of the 
study the subjective norm element of the model was associated with behavioural intention to a 
greater extent than attitude. An important implication of this work was the demonstration of an 
ability to examine relations among variables at the level of the individual.
A future application of the above technique could be to examine the role of perceived 
behavioural control in health, using the TPB. This could also examine healthcare staff as well 
as patient groups. As has been mentioned above, the health care system in the United 
Kingdom has undergone radical changes in the last ten years. This is both in terms of the 
reorganisation of service provision (with the purchaser/provider split) and the greater 
involvement and empowerment of client groups. It is unclear, at this point, how such changes 
may have affected healthcare workers.
Millstein (1996), used both the TRA and TPB to examine physician behaviour. An sample of 
765 American primary care physicians were examined regarding their intentions to educate 
adolescents about sexually transmitted disease transmission. The study included the 
development of a measure based on TRA and TPB. This involved a series of 20 qualitative 
interviews in order to identify salient beliefs concerning positive and negative consequences of 
the proposed behaviour. The highest frequency items were included in the final measure. This 
instrument was administered by post at two points in time, six months apart The study was 
prospective and sought to assess the utility of the TRA and TPB to predict physician’s delivery 
of preventative services. Education for teenagers regarding sexually transmitted diseases was 
recommended by a government initiative but survey data had indicated that such services were 
not routinely delivered, (Igra &. Millstein, 1993).
A multiple regression analysis was conducted to test the concurrent relationship of the model 
constructs to behavioural intention. Significant relationship were detected between behaviour 
and perceived behavioural control (p<.0001) and behavioural intentions (p<.0001). In 
comparing the two models the TPB was found to be superior in predictive power and 
accounted for an additional 12% of the variance in physician’s behavioural intentions and an 
additional 2% of the variance in subsequent behaviour. It is predicted that the TPB has greater
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utility in examining behaviours that are not fully volitional. For behaviours that are fully 
volitional there is little difference between the two models. Madden, Ellen & Ajzen (1992), 
examined 10 different behaviours using the two models and found differences in explained 
variance from 0.1 for highly controllable behaviours to 0.28 for behaviours under less 
volitional control. Millstein (1996), reported a difference in explained variance of 0.12 which 
may reflect the fact that physician’s behaviour is largely under volitional control. However, the 
regression analysis revealed a significant effect for social norms (p<.0001). This suggested 
that physicians who were familiar with the beliefs of professional colleagues and official policy 
regarding standards of care, showed stronger intentions to deliver such services. This, in turn, 
was more likely to result in the behaviour being carried out.
Randall &. Wolff (1994), conducted a meta-analysis to examine the time interval in the 
intention-behaviour relationship specified by the TRA and TPB. In the original theory Ajzen &. 
Fishbein (1980) specified that the intention-behaviour relationship should only be measured 
over a short period of delay. Randall &. Wolff conducted a meta-analysis of all the empirical 
studies investigating the intention-behaviour relationship, in order to explore the impact of 
violating the boundaiy condition of temporal contiguity; Results showed that despite 
considerable variance in the correlations reported by previous researchers (. 14 to .76, average 
.45), variation by time category was not significant. The longest reliable prediction interval was 
15 years.
However, the majority of the studies included in the above analysis used self-report measures. 
This may explain why intention-behaviour relationships appear to remain strong over time, 
particularly when a behaviour has a strong subjective norm component. In addition, there were 
some variations according to behaviour. For example, the intention-behaviour relationship 
regarding alcohol and drug related activities declined sharply over time, (Randall &. Wolff, 
1994).
The TRA and TPB have received substantial support in the research literature and have been 
tested and evaluated in a variety of behavioural domains, (Randall &. Wolff, 1994). The 
inclusion of such elements as subjective norms and the later addition of perceived behavioural 
control make this a potentially useful model to apply to the study of health related behaviours. 
Godin &. Kok (1996), have illustrated the utility of the model in this area and Millstein (1996) 
has demonstrated the value of it’s application to the behaviour of health care workers. Although 
this was only used with physicians there is no reason why such a technique should not be
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applied to a broader sample of healthcare workers, professions allied to medicine and support 
staff.
Healthcare workers and the modem National Health Service: Future 
directions for research.
With the recent cultural moves towards greater individual involvement in the institutions of 
government most of the health related research has focussed on the patient. The benefits of a 
more collaborative approach between patient and physician have been documented. However, 
there is little research into the experience of health care staff and how changes in the culture of 
the NHS have impacted broadly across all staff groupings.
As part of it’s human resource strategy in 1998, the government announced that by April 2000 
all health employers should have developed and reviewed mechanisms for involving staff in 
planning and delivering health care (Cole, 1998). In addition, an annual staff attitude survey 
will be required in order to act as a baseline for change. The rationale for this process is to 
involve staff in making changes rather than prescribe future changes from senior management. 
It is speculated that this increased involvement will, in turn, increase staff commitment to the 
health service. It remains unclear how acceptable such changes will be to health care staff.
Pill, Stott, Rollnick &. Rees (1998), conducted a randomized, controlled trial of an 
intervention designed to improve care given in general practice to Type II diabetic patients. The 
aim of the intervention was to develop and test an approach based on the principles of patient- 
centred care. The study was conducted over a three year period and had two parallel 
components. A randomised, controlled trial was conducted involving staff training and 
recruitment using a more client-centred approach. The outcome measures for this included 
changes in physical health status, a patient self-report questionnaire (Short Form 36 health 
survey questionnaire, Jenkinson, Coulter &. Wright, 1993) to look at overall satisfaction and 
the professional’s ability to implement the study. A more qualitative process study was 
conducted in parallel with the training. This analysed taped recordings of consultation sessions 
and semi-structured interviews with clinicians to explore their experience of this change in 
working practice.
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Results showed that the professionals involved were enthusiastic regarding the new method. 
However, after 2 years only 19% continued to use the approach systematically and there were 
no significant improvements in the biochemical or functional status of the client group. There 
were no significant differences over time between the experimental and control group’s on the 
attitude and satisfaction scale. In fact the control group improved significantly at the second 
point of measurement (p=0.02). However, the measure used showed a ceiling effect which 
may have obscured changes in the experimental group. Possible reasons of the lack of any 
significant experimental effect may be the nature of the clinical population which the literature 
suggests are a difficult group to effect change with, (Pill, Stott, Rollnick &. Rees (1998). In 
addition the medical practices involved in the study were self-selected and all committed to 
improving diabetic care through peer review and audit. In that sense services may have shown 
parallel developments.
The qualitative process study confirmed professional enthusiasm for the intervention but a 
reported inability to maintain behaviour over time. A more detailed, qualitative paper is planned 
to explore the results of interviews and the taped transcripts of consultations. However, it may 
be that such a change in behaviour was difficult to maintain in the wider health care culture. 
Other external pressures, such as large caseloads limiting the time available for consultations, 
may have reduced the professional’s ability to behave in a certain way despite a great deal of 
enthusiasm for the method.
It is in this area that the TRA and particularly the TPB may have their greatest utility. As the 
theoretical basis for a prospective measure, analysis of the individual components of the model 
could illustrate the individual’s perceived barriers to change.
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Conclusion.
Governmental and cultural changes are demanding the greater involvement of individuals in 
their own affairs. These initiatives are particularly strong in health care. The vast majority of 
the literature has been conducted within the American healthcare system, has focussed on the 
patient and in a limited number of papers, the patient’s relationship with the clinician. 
However, an institution such as the NHS is not just staffed by physicians. Other health care 
workers can have a great impact and influence on the patient’s experience. Moves to foster a 
greater patient-centred approach to care within all health care staff should be seen as a priority. 
However, in order to ensure that such proposed changes are implemented, health care staff 
must feel involved in the process. If such changes are felt to be more prescriptive and beyond 
the individual’s influence this may effect the adoption of such initiatives by staff and ultimately 
impact upon patient care. The TPB would appear to offer a useful model with which to 
measure and inform such changes.
1 6 8
Bibliography.
Ajzen, I. (1985): From Intentions to Action: In Kuhl, J. & Beckman, J. (Eds,): Action 
Control From Cognition to Behaviour : pp 11-39, New York: Springer-Verlag.
Ajzen, I. (1991): The theory of planned behaviour Organisational Behaviour and Human 
Decision Processes , 50, 179-211: cited in Godin, G. & Kok, G. (1996): The Theory of 
Planned Behaviour: A review of it’s applications to health related behaviours: American Journal 
of Health Promotion , Vol. 11, no. 2,87-98
Ajzen, I. & Fishbein M. (1980): Understanding Attitudes and Predicting Social Behaviour : 
Engelwood Cliffs, NJ: Prentice Hall: cited in Ajzen, I. (1985): From Intentions to Action: In 
Kuhl, J. & Beckman, J. (Eds.): Action Control From Cognition to Behaviour : pp 11-39, 
New York: Springer-Verlag.
Bailey, R. N. (1994): The doctor-patient relationship: Communication, informed consent and 
the optometiic patient: Journal of the American Optometric Association , 65:  418-22
Beisecker, A. E.; Helmig, L.; Graham, D. & Moore, W. P. (1994): Attitudes of oncologists, 
oncology nurses and patients from a woman’s clinic regarding medical decision making for 
older and younger breast cancer patients: The Gerontologist, v o l .34, no .4, 505-512
Beisecker, A.E. (1988): Aging and the desire for information and input in medical decisions: 
The Gerontologist , 28, 330-335: cited in Beisecker, A. E.; Helmig, L.; Graham, D. & 
Moore, W. P. (1994): Attitudes of oncologists, oncology nurses and patients from a woman’s 
clinic regarding medical decision making for older and younger breast cancer patients: The 
Gerontologist , vo l.34, no .4, 505-512
Beisecker, A.E. & Beisecker, T.D. (1990): Patient information-seeking behaviours when 
communicating with doctors: Medical Care, vol 28, 19-28.
Bertakis, K.D., Roter, D. & Putnam, S.M. (1991): The relationship of physician medical 
interview style to patient satisfaction: Journal o f Family Practice : vol. 32, no. 2, 175-81.
169
Bowl, R. (1996): Legislating for user involvement in the United Kingdom: Mental health 
services and The NHS and Community Care Act 1990: International Journal of Social 
Psychiatry : v o l .42, n o .3, 165-180
Buller, M.K. & Buller, D.B. (1987): Physician’s communication style and patient satisfaction: 
Journal of Health and Social Behaviour : 28: 375-88: cited in Leopold, N.; Cooper, J. & 
Clancy, C. (1996): Sustained partnership in primary care: The Journal of Family Practice, 
vol.42, no.2(Feb)
Cole, A. (1998): Lets work together: Health Management , N ov., 10-11
Department of Environment, Transport and Regions (1996): Modernising local government . 
Local democracy and community leadership : DETR February.
Department of Health (1990): Working for patients : (London, HMSO): cited in Loughlin, L. 
(1993): Involving patients in the planning and delivery of care: Working towards a common 
goal: Journal of Interprofessional Care , V o l.7, no. 2
Department of Health (1996): The Patient’s Charter and you - A Charter for England.
Eisenthal, S., Emery, R., Lazare, A & Udin, H. (1979): “Adherence” and the negotiated 
approach to patienthood: Archives of General Psychiatry : 36: 393-8: cited in Leopold, N.; 
Cooper, J. & Clancy, C. (1996): Sustained partnership in primary care: The Journal of Family 
Practice, vo l.42, no.2(Feb)
Fishbein M. (1993): Introduction by Martin Fishbein. In: Terry D., Gallois C., McCamish M. 
(Eds): The Theory of Reasoned Action : Its applications to AIDS-preventative behaviour : 
New York: Pergamon Press: cited in Godin, G. & Kok, G. (1996): The Theory of Planned 
Behaviour: A review of it’s applications to health related behaviours: American Journal of 
Health Promotion, V o l .  11, no. 2,87-98
Frank, E., Kupfer, D.J. & Siegel, L.R. (1995): Alliance is not compliance: A philosophy of 
outpatient care: Journal of Clinical Psychiatry, S6(supp ll): 11-17.
170
Godin, G. & Kok, G. (1996): The Theory of Planned Behaviour: A review of it’s applications 
\.o\i&?di\irt\2Aedheh2iw\oms'. American Journal of Health Promotion , y  o\. 11, no. 2,87-98
Hall, JA., Roter, D.L. & Katz, N.R. (1988): Meta-analysis of correlates of provider 
behaviour in medical encounters: Medical Care, vol. 26, n o .7, 657-76.
Hedecker, D.; Flay, B. R. & Petraitis, J. (1996): Estimating individual influences of 
behavioural intentions: An application of random-effects modelling to the Theory of Reasoned 
Acûon: Journal of Consulting and Clinical Psychology , y o\. 64, no. 1, 109-120
Henbest, R.J. & Stewart M. (1990): Patient-centredness in the consultation. 2: Does it really 
make a difference?: Family Practice : vol. 7, n o .l ,  28-33.
Igra, V.I. &. Mill stein, S.G. (1993) Current status and approaches to improving preventive 
services for adolescents: Journal of the American Medical Association , 269,  1406-1412: cited 
in Millstein, S. G. (1996): Utility of the Theories of Reasoned Action and Planned Behaviour 
for predicting physician behaviour: A prospective analysis: Health Psychology , vol. 15, 
no. 5,398-402
Institute of medicine: Defining primary care: An interim report : Donaldson, M, Yordy, K, & 
Vaneslow, N. (Eds): Washington DC: National Academy Press: cited in Leopold, N.; Cooper, 
J. & Clancy, C. (1996): Sustained partnership in primary care: The Journal of Family Practice 
, vol.42, no.2(Feb)
Jenkinson, C.; Coulter, A. &. Wright, L. (1993): Short Form 36 (SF36) health survey 
questionnaire: Normative data of adults of working age: British Medical Journal, 306, 1437- 
1440: cited in Pill, R.; Stott, N.C.H., Rollnick, S.R. &. Rees, M. (1998): A randomized 
controlled trial of an intervention designed to improve the care given in general practice to Type 
II diabetic patients: Patient outcomes and professional ability to change behaviour: Family 
Practice, Vol. 15, no. 3, p p 229-235
Kravitz, R. L. (1996): Patients’ expectations for medical care: An expanded formulation based 
on review of the literature: Medical Care and Research Review , Vol 53, no. 1, 3-27
171
Kravitz, R.L., Cope, D.W., Bhrany, V. & Leake, B: Internal medicine patient’s expectations 
for care during office visits: Journal of General Internal Medicine , 9: 75-81: cited in Leopold, 
N.; Cooper, J. & Clancy, C. (1996): Sustained partnership in primary care: The Journal of 
Family Practice , \ o \ A 2 ,  n o . 2 { Y o h )
Leopold, N.; Cooper, J. & Clancy, C. (1996): Sustained partnership in primary care: The 
Journalof Family Practice, \ o l . 4 2 f  n o . 2 ( F e h )
Litz, C,W., Meisel, A, Osterweis, M., Holden, J.L., Marx, J.H. & Munetz, M.R. (1983): 
Barriers to informed consent: Annals of International Medicine , 99:  539-43: cited in Leopold, 
N.; Cooper, J. & Clancy, C. (1996): Sustained partnership in primary care: The Journal of 
Family Practice , \ o \ . 4 2 ,  no.2(Feb)
Loughlin, L. (1993): Involving patients in the planning and delivery of care: Working towards 
a common goal: Journal of Interprofessional Care , V ol.7, no. 2
Madden, T.J., Ellen, P.S. & Ajzen, I. (1992): A comparison of the Theory of Planned 
Behaviour and the Theory of Reasoned Action: Personality and Social Psychology Bulletin , 
18, 3-9: cited in Millstein, S. G. (1996): Utility of the Theories of Reasoned Action and 
Planned Behaviour for predicting physician behaviour: A prospective analysis: Health 
Psychology , vol. 15, no. 5,398-402
Millstein, S. G. (1996): Utility of the Theories of Reasoned Action and Planned Behaviour for 
predicting physician behaviour: A prospective analysis: Health Psychology , vol. 15, no. 5, 
398-402
N.H.S. Executive (1996): Patient partnership : London Department of Health.
Pierce, P. (1996): When the patient chooses: Describing unaided decisions in health care: 
Human Factors , 38(2), 278-287
Pill, R.; Stott, N.C.H., Rollnick, S.R. &. Rees, M. (1998): A randomized controlled trial of 
an intervention designed to improve the care given in general practice to Type II diabetic 
patients: Patient outcomes and professional ability to change behaviour: Family Practice , Vol. 
15, no. 3, pp 229-235
172
Randall, D. M. &. Wolff, J. A. (1994): The time interval in the intention-behaviour 
relationship: Meta-analysis: British Journal of Social Psychology , 33, 405-418.
Roter, D. (1987): An exploration of health education’s responsibility for a partnership model of 
client-provider relations: Patient Education and Counselling , 9, 25-31.
Sheppard, B.H., Hartwick, J. & Warshaw, P.R. (1988): The Theory of Reasoned Action: A 
meta-analysis of past research with recommendations for modifications for future research: 
Journal of Consumer Research ,1 5  , 325-343: cited in Hedecker, D.; Flay, B. R. & Petraitis, 
J. (1996): Estiriiating individual influences of behavioural intentions: An application of 
random-effects modelling to the Theory of Reasoned Action: Journal of Consulting and 
Clinical Psychology , vol. 64, no. 1, 109-120
Smith, R.C. & Hoppe, R B. (1991): The patient’s story: Integrating the patient and physician- 
centred approaches to interviewing: Annals of Internal Medicine , v o l .115, n o .6, 470-77.
Stewart, M.S. (1984): What is a successful doctor-patient interview? A study of interactions 
and outcomes: Social Science Medicine : 19: 167-175: cited in Leopold, N.; Cooper, J. & 
Clancy, C. (1996): Sustained partnership in primary care: The Journal of Family Practice , 
vol.42, no.2(Feb)
Williams, S.; Weinman, J. & Dale, J. (1998): Doctor-patient communication and patient 
satisfaction: a review: Family Practice v o l .15, n o .5.
173
Large Scale Research Project
General Medical 
Staff Attitudes Towards Decision 
Making In Client Care And 
Their Own Involvement In 
Organisational Planning: 
Development Of An Instrument Based On 
The Theory Of Planned Behaviour 
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Abstract.
Objectives:
To use the Theory of Planned Behaviour (TPB) as the theoretical basis for a measure to 
examine two areas of attitude in clinical staff:
• Staff attitudes to involving individual patients in decisions about their own 
treatment/care.
• Staff attitudes to their own involvement in the planning and provision of healthcare. 
Design:
Structured interviews were conducted with clinical staff to establish the content of the proposed 
measure. The final measure was used in a cross-sectional design to gather information from an 
opportunity sample of different professional groups within a large regional general hospital.
Method:
Following the procedure described by Ajzen & Fishbein (1980), structured interviews based 
on the components of the TPB (intention, attitude, subjective norm and perceived behavioural 
control), were conducted with 12 members of the target population. These were designed to 
target the specific behaviours outlined above. For each of the components of the TPB the most 
frequently occurring responses were used to form the basis of the questionnaire scales, each of 
which addressed a component of the TPB. Two pilot administrations, to a total of 15 members 
of the target population, were conducted to examine item wording and relevance and to 
maximise face validity. The final version of the measure was then administred to an 
opportunity sample of 175 medical professionals. The psychometric properties of the measure 
were examined. Regression analysis was then used to examine the predictive contribution of 
the elements of the TPB in relation to an intention to perform the two specified behaviours. 
Analysis of variance was used to compare professional groups on the various elements of the 
TPB.
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Results:
The psychometric properties of the measure appeared sound. However, a small number of the 
subscales showed significant negative skew. Regression analysis showed that in relation to 
staff attitudes to involving individual patients in decisions about their own treatment/care, 
perceived behaviourial control was the only significant predictor variable. In relation to staff 
attitudes to their own involvement in the planning and provision of healthcare, attitude and 
perceived behavioural control were the significant predictors.
Comparison of professional groups showed greater autonomy regarding shared decision 
making with individual patients in medical doctors and professionals allied to medicine (PAMs) 
compared to nurses and health care assistants (HCAs). In relation to staff attitudes to their own 
involvement in the planning and provision of healthcare, Nurses and PAMs showed higher 
levels of attitude and autonomy than Medical Doctors and HCAs.
Conclusions:
This study suggests that the TPB is a useful framework to apply to this area. Results show a 
disempowered staff group in relation to their own clinical practice. In addition this group 
appears to feel disempowered within the larger organisation potentially resulting in staff feeling 
that there is little opportunity to seek change in their own working practice. The identification 
of these issues should allow any management intervention to be targeted to the benefit of NHS 
staff and ultimately patients receiving care.
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Political and Trust context during study.
This research did not take place in a political vacuum. A number of Government initiatives 
were announced during the data gathering period. Broadly these measures indicate that the 
current government is prioritising both staff and patient involvement in modernising the 
National Health Service (NHS).
( see Appendix I: Relevant Government Press Releases During Data Gathering, pg 231).
Whilst participants perceptions of these initiatives were not assessed in the course of this study, 
this political context should be taken into account regarding any conclusions from this piece of 
work. The list of press releases in Appendix I is not exhaustive.
In addition to the national political context, the Chief Executive of the participating Trust also 
changed during the data gathering period.
This study was originally part of a broader Trust initiative aimed at fostering more client 
centred decision making in clinical staff. The proposed measure was to be used as a test/retest 
tool to identify targets for change and assess any change that may have occurred as a result of 
the training. Unfortunately the political changes in the Trust (outlined above) led to this 
initiative being abandoned. It was decided to use the measure and the data gathered to provide a 
cross-sectional assessment of the decision making process within the Trust clinicians and also 
to compare this across different professional groups. The results were fedback to the 
participating professional groups and used to highlight future training needs.
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Introduction
In recent years, government initiatives such as Working for Patients (Department of Health, 
1990) and The Patient’s Charter (Department of Health 1996), have encouraged the 
involvement of patients in the planning of healthcare. These have included both involvement in 
decisions regarding the individual’s own healthcare and a greater role in planning National 
Health Service (NHS) policy and local service delivery, (Loughlin, 1993). In addition to 
physical medicine. The NHS and Community Care Act (1990) also aimed to improve both user 
and carer involvement in the planning and delivery of mental health services, (Bowl, 1996).
The Department of Health document “Patient Partnership” (1996), gave the following areas as 
reasons fw promoting a greater voice and influence to NHS users and carers:
• Effective services are more likely to be developed if they are planned on the basis of 
patient health needs.
• Growing social expectations of openness and accountability mean that users of public 
services are seeking more say in how the NHS develops, what services it provides and 
to what standards.
• Patients want more information about their health condition, treatment and care.
The Patient’s Charter responds by stressing the patient’s right to such information. It is integral 
to the process “informed” consent. There is some evidence that involving patients in their 
own care improves health outcomes and increases patient satisfaction, (NHS Executive, 1996).
There are a number of reasons for this move towards shared planning and decision making 
both in toms the individual’s own healdi c»e smd the provision services as a whole. In 
much the same way that patients consult medical professionals in order to gain medical 
knowledge and an understanding that they do not have, clinicians and managers should consult 
service users in order to gain insight into the patient’s experiences, (Loughlin, 1993). There is 
also an assumption, within the legislation, that efficient, effective services are likely to result if 
provision closely reflects the expressed needs of service users, (Bowl, 1996). There is also an 
apparent assumptkm fiiat the shuctural changes outlined in the legislarion will lead to a cuhw^ 
shift within the fabric of the NHS and it’s staff towards a more user-centred approach, (Bowl, 
1996). It remains unclear within the research literature whether such a change has occurred and
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what implications this has for service provision and staff attitudes.
There have been a number of studies that have examined partnership and collaboration between 
patients and healthcm^e workers. The majority ha\^ focussed on the role of the physician. (See 
Literature Review pp 156-1560). The main outcome measure in these studies has been patient 
satisfaction. There has been little research into the roles, attitudes and experiences of other 
healthcare workers such as nurses, pr<^essions allied to medicine and other non-clinrcal 
healthcare staff. The above groups may have more face to face contact with a client than 
physicians and so may potentially play a greater role in fostering patient autonomy. A 
collaborative relationship with a physician may be vit^ly important to the patient but Aeir 
overall position and identity within the health service as a whole may be equally important. 
However, there is very little research concerning these broader, organisational issues.
In addition to the above, with the recent moves towards greater individual involvement in the 
institutkms of government, most of the health related research has focussed on the patient. The 
benefits of a more collaborative approach between patient and physician have been 
documented, (NHS Executive, 1996). However, there is little research into the experience of 
health care staff and how changes in the culture of the NHS have impacted broadly across st^f 
grouping.
As part of it’s human resource strategy In 1998, the government announced that by April 2000 
Ml health employers should have developed and reviewed mechanisms for invMving stM"f in 
planning and delivering health care (Cole, 1998). In addition, an annual staff attitude survey 
will be required in order to act as a baseline for change. The rationale for this process is to 
invMve staff in making changes rather than prescribe future changes from semor management. 
It is speculated that this increased involvement will, in turn, increase staff commitment to the 
health service. It remains unclear how acceptable such changes will be to health care staff.
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Predicting and Changing the Way in Which Client Related Decisions are
Made in Heakhcare,
In the past two decades the area of social psychology has grow in popularity. This has seen an 
increase in the use of models and theories from that area to attempt to predict and understand 
social and psychological behaviour in different domains, {Godin & Kok, 1996). Two such 
models are the Theory of Planned Behaviour (TPB) and it’s predecessor The Theory of 
Reasoned Action (TRA) which have been proposed as a framework to predict social behaviour. 
Both models are based on the assumption that attitudes are not the sole predictors of change. 
There are various components, including attitudes, that influence an intention to behave in a 
certain way. In that sense it is assumed that the intention to engage in a certain behaviour is a 
better predict^- than the individual’s attitude towards that behaviour, (Ajzen, 1985).
The theories are fundamentally similar, however, the TPB includes the additional factor of 
Perceived Behavioural Contre^ (see figure 1). This was added after die observ ation that the 
original model (TRA) was less valuable when describing behaviour over which people had 
incomplete volitional control, (Godin & Kok, 1996).
Figure 1: The Theory of Planned Behaviour (Aizen 1985):
Beliefs about 
consequences 
o f Behaviour X 
(evaluation)
Normative 
beliefs about «. 
Behaviour X 
(motivation to 
comply)
(1) Attitudes 
towards 
Behaviour X
(2) Subjective 
norms about 
Behaviour X
(3)Perceived 
behaviour 
control
Intention 
to perform 
Behaviour X
Behaviour X
Three main factors are believed to influence the intention to behave. The first (labelled 1) 
concerns the individual’s attitudes. These are determined by the individual’s beliefs about the 
outcomes associated wrth the behaviour in question and the consequences of those outcomes. 
The greater the person believes that certain consequences are associated with a behaviour, and 
the greater the value that they {dace on those outcmnes, then the more favourable their attitude 
towards the behaviour will be.
r-
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The second factor (labelled 2) is referred to as the subjective norm. This is dependent on the 
extent to which perceived important people would either approve or disapprove of the person 
performing that particular behaviour. In addition it is dependent on the extent to which the 
person is motivated to comply with the wishes of those important people.
The third factor (labelled 3) is referred to as perceived behaviour control and is the main 
difference between the TRA and TPB. This states that the greater the perceived control over a 
behaviour, the greater should be the intention to behave, (Ajzen, 1985). In contrast, the less a 
behaviour is seen to be under the individual’s voluntary control, the weaker the impact of 
attitudes and subjective norms on the intention to behave. Self-efficacy is also viewed as 
conceptually related to perceived behavioural control, (Godin &. Kok, 1996). Thus, according 
to the TPB, an individual may have a positive attitude towards changing their behaviour, 
important others may approve of this planned change but if that behaviour is perceived not to 
be under the individual’s control, then the change will not occur. A classic example of this is 
giving up smoking, where the addictive craving may be perceived as an external compulsion 
beyond the individual’s control (Ajzen, 1985).
The research literature contains encouraging evidence for the utility of the above models in 
predicting behaviour (see Literature Review pp 162-166).
The question of how particular attitudes are transferred to behaviour has been addressed by 
Fazio ( 1986). A crucial component in this process appears to be the accessibility of the attitude 
and its presence in working memory. Those more accessible attitudes are likely be prompted by 
environmental cues, direct requests to think about the attitude or perfoiming a behaviour which 
has implications for that attitudinal position. Fazio, Herr & Olney (1984), also demonstrated 
that these processes increased future accessability to the attitude. As contact with patients and 
decision making are integral to the working life of most clinicians measuring attitudes in this 
area was felt to be a useful method of examining possible, subsequent behaviour.
The TRA and the TPB have received substantial support in the research literature and have been 
tested and evaluated in a variety of behavioural domains, (Randall & Wolff, 1994), The 
inclusion of such elements as subjective norms and the later addition of perceived behavioural 
control make the TPB in particular a potentially useful model to apply to the study of health 
related behaviours. Armitage & Conner (1999), found the TPB to be a reliable predictor of 
intentions and behaviour over time in relation to health workers intention to maintain a healthy
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diet. Godin & Kok (1996), have also illustrated the utility of the model regarding health related 
behaviours and Millstein (1996) has demonstrated the value of it’s application to the working 
practices of health care workers. Although this was only used with physicians, in the latter 
study, there appears to be no reason why such a technique should not be applied to a broader 
sample of healthcare workers, professions allied to medicine and support staff. As the 
theoretical basis for a prospective measure, analysis of the individual components of the TPB 
could illustrate individual’s perceived barriers to change. This information could then be used 
to target future training and develojwnent on those areas seen by the clinicians as barriers to 
change.
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Aims and Objectives:
The aim of this study is to use the TPB as the theoretical basis for a measure to examine two 
areas of attitude in clinical staff:
• Staff attitudes to involving individual patients in decisions about their own 
treatment/care.
• Staff attitudes to their own involvement in the planning and provision of healthcare.
The psychometric properties of this measure will be examined and then used to gather a cross- 
sectional sample of data from clinical staff working in a regional general hospital. Statistical 
analysis will explore the components of the clinician’s behavioural intention in the context of 
the TPB. Comparisons will also be made between different professional groups.
Results will be fed back to the Trust management and the participating professional groups. 
Originally this was in the context of a Trust training initiative (see section: Political and Trust 
Context During Study, pg 177) but will be used by individual professional groups as they see 
fit.
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Method
EthicaLpermission for the study:
This study took place in an NHS Trust in the south of England. The Trust ethics committee 
were approached with details of the study and the proposal was deemed an audit project and 
officially sanctioned.
Participants:
An opportunity sample of individuals were recruited via ward and department managers. Study 
participants were divided into five professional categories: Medical Doctors (n= 18), Nursing 
(n= 41), Health Care Assistants (n= 15), Professions Allied to Medicine (n= 90) and Others 
(n= 8). Three participants failed to identify a professional category. Professions allied to 
Medicine included physiotherapists, speech and language therapists, chiropodists, clinical and 
health psychologists and occupational therapists. “Others” consisted of ward clerks and 
administrative staff who completed the measure as part of ward or department teams. 
Participants were identified as suitable for the study if they were involved clinically in the 
treatment of patients. Consequently, those professions involved in diagnostic services, 
adminstration and clinical areas where care was unlikely to be discussed directly with patients 
(eg. ITU) were also excluded.
Procedure:
Participants were recruited via ward and department managers.
The procedure, as outlined by Ajzen & Fishbein (1980) is described in Figure 2.
A small opportunity sample of individuals (n=12) completed a semi-structured interview 
concerning the areas targeted by the proposed measure (see Appendix II). This was to ensure 
that the resulting questionnaire had both ecological and face validity. The interview was based 
on the components of the TPB (intention, attitude, subjective norm and perceived behavioural 
control) and was designed to target the two specific behaviours outlined above (The interview 
plan in Appendix II has been annotated to identify which questions target which model 
construct). The most frequently occurring responses were used to form the basis of the 
questionnaire scales, each of which addressed a component of the TPB (see Measures, pgl86). 
Three professional groups were represented: nursing (n=6), HCAs (n=3) and PAMs (n=3). 
This was to establish the items and issues felt to be relevant by the Trust staff.
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Figure 2: Ajzen & Fishbein’s Procedure for TPB Questionnaire Design.
Specify Behaviour(s) to be examined as clearly as possible.
J.
Conduct a semi-structured interview with members of the target population.
The questionnaire should follow the components of the TPB (intention, attitude, subjective
norm and perceived behavioural control).
i
Select the most frequently occurring items for each of the model components.
I
Construct the scales from these items.
i
Pilot the measure with members of the targeted population to identify any problems with item 
wording or relevance and to give a measure of face validity.
i
Administer the final measure to the target population.
Following construction of the measure (using the TPB model constructs) two pilot 
administrations were conducted (n= 15) to examine item wording and relevance. The average 
time taken to complete the measure was approximately 15 minutes.
The final version of the measure (see Appendix III: Measure) was administered to a sample of 
the Trust clinical staff (n= 175) and this was facilitated by the relevant ward and department 
managers. Overall 500 questionnaires were distributed with 175 returned giving a response rate 
of 35%. All responses were confidential although the respondents professional grouping was 
requested. In addition two marker variables were included. These were the date of the month 
on which the respondent’s birthday fell and the first initial of the respondent’s mother. This 
was to allow any further administrations to be matched for comparison with a minimal risk of 
compromising the respondent’s anonymity.
A smaller opportunity sample (n=20) completed a second measure after approximately 3 
months for the purposes of assessing test-retest reliability. This was felt to be particularly 
important as the measure was originally intended to assess change. Therefore it was important 
that any change should be attributable to the training intervention and not the measures lack of 
reliability.
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Measures:
Following the procedure described by Ajzen & Fishbein (1980), 12 clinical staff members 
participated in open-ended interviews to identify salient beliefs concerning the potential positive 
and negative consequences of both involving patients in decisions regarding their own 
care/treatment and also staff involvement in the planning and provision of healthcare provided 
by the Trust. These individuals represented both qualified and unqualified nursing staff, 
professions allied to medicine and worked in a variety of clinical settings (see section: 
Procedure, pg 184). Those items showing the highest frequency were to be included in the 
final instrument.
Behavioural Intentions:
This scale was constructed to reflect the precise definition of the behaviours targeted in the 
measure. In relation to individual patients, clinical staff were asked how likely (over the next 
three months) they would be to discuss choices of care, treatment options and share the 
responsibility for making decisions with the patient. These three items were scored on the scale 
extremely unlikely (1) to extremely likely (6). The sum of these three items formed the 
behavioural intention score towards individual patients. Possible scores ranged from 3-18 with 
a higher score indicating a stronger intention.
In relation to clinical staffs involvement in planning healthcare, four items were selected. 
These were an estimate of likelihood over the next three months of actively taking up 
opportunities to become involved in planning both Trust-wide healthcare and healthcare within 
the individual’s clinical area and an estimate of the likelihood of initiating personal involvement 
in those two areas. These four items were scored on the scale extremely unlikely (1) \o 
extremely likely (6). The sum of these four items formed the behavioural intention score 
towards clinicians involvement in planning healthcare. Possible scores ranged from 4-24 with a 
higher score indicating a stronger intention.
Attitudes:
Ten consequences of involving patients in decision making and six consequences of becoming 
more involved in planning healthcare were identified (see figure 3). As a relatively small 
number of consequences were identified by the interview participants it was decided to include 
them all. If significantly more consequences had been identified then the most frequently 
occurring items would have ben selected in order to minimise the length of the measure and so
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hopefully ensure maximum compliance during thé cross-sectional data gathering. 
Figure 3: Attitude Items: Expected Consequences
Involving Patients in Decision Making Staff Involvement in Planning Healthcare
Would: Would:
Increase patient compliance Have no effect
Increase patient anxiety Allow staff to advocate for patients
Mean patients ask for unrealistic treatment Be seen by management as an unacceptable 
use of time
Maintain patients independence Be valued by colleagues
Mean patients reject the most medically 
appropriate treatment
Mean I will be involved in something that is 
not my responsibility
Mean patient makes informed choices Provide a more realistic view of what 
services should be provided
Mean conflict with the patient’s family
Help meet patient wishes
Increase patients insight into illness
Increase time pressures
For each consequence clinical staff were asked to make two judgements:
• How strongly they agreed that a consequence would occur if they involved patients in
decision making (for the ten patient relevant consequences) or became more involved in 
planning healthcare (for the six staff relevant consequences).
• How acceptable or unacceptable it would be if those consequences occurred.
All consequence, or outcome, judgments were scored on 6 point unipolar scales. This was to 
ensure a forced choice format It was felt that, considering tlie content of the items.
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respondents may have chosen a neutral scale item due to anxiety regarding anonymity. The 
scales ranged from strongly disagree (1) to strongly agree (6) for the probability assessment. 
The consequences, or evaluation, items were scored on a six point bipolar scale ranging from 
extremely unacceptable (-2.5) to extremely acceptable (2.5) for value judgements. A midpoint 
was again omitted in order to ensure a forced choice format.
Product scores for each of the 10 patient consequences were computed by multiplying the 
participant’s probability rating by the evaluation score. These were then summed to create the 
attitude score. Possible scores ranged from 10 to 360 with a higher score indicating a more 
positive attitude. This procedure was repeated for the six staff consequences. Possible scores 
ranged from 6 to 216 with a higher score indicating a more positive attitude.
Social Norms:
Three patient and three staff relevant referents were identified in the interviews (see Figure 4). 
As with attitude, a relatively small number of referent groups were identified and so all could 
be included rather than those most frequently occurring. Participants were requested to estimate 
what they judged the position of these referent groups would be in relation to shared decision 
making between patients and clinicians. In addition they were requested to report how much 
value they placed on those positions. The scales estimating the opinions of the referent groups 
to shared decision making ranged from strongly disapprove (1) to strongly approve (6) and 
from I  do not value these opinions (1) to /  strongly value these opinions (6) for the value 
statements.
Figure 4: Salient Social Groups:
Patient involvement: Staff Involvement:
General Public Trust Management
Individual Patients Professional Colleagues
The Patient’s Relatives Line Manager
The score for social norms was computed by summing across the three estimates of opinion 
and estimates of value for patient relevant referent groups. This process was repeated for 
clinician relevant referent groups, Possible scores for both groups ranged from 3 to 108 with
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higher scores indicating greater influence of significant referent groups.
Perceived Behavioural Control:
As with the intention scale, these items were constructed in conjunction with the specific 
definition of the behaviours to be examined. In relation to shared decision making with 
patients, clinicians were asked how difficult it would be to involve all of their patients in 
decision making {extremely dijficult (1) Xo extremely easy (6) ), how much control they felt 
over whether or not they could achieve this {no control (1) io total control (6)) and how much 
confidence they had in their ability to achieve this (/zo confidence (1) io total confidence (6) ). 
The three scores were summed to provide a measure of PBC.
This was repeated in relation to clinical staffs involvement in the planning of healthcare 
services. Possible scores for both groups ranged from 3 - 1 8  with higher scores indicating 
greater perceived behavioural control.
Global Statement of Attitude, Subjective Norm and Perceived Behavioural Control:
Global statements of the components of the TPB were included to examine the merits of 
different measurement strategies. Comparisons could then be made between a global statement 
and a summed total of evaluative and outcome estimates. This could have important 
implications for any future measure development in terms of staff compliance and the 
opportunity costs of completing the measure and clinical work.
The global statement of attitude towards collaborative decision making with individual patients 
consisted of three items scored on a six point unipolar scale ranging from extremely negative 
( l ) io extremely positive (6). These items concerned discussing treatment options, choices of 
care and sharing the responsibility for decision making with the individual patient. The three 
items were summed to create a global attitude score. Possible scores ranged from 3 - 1 8  with 
higher scores indicating a more positive attitude. A single item was used as a global estimate of 
subjective norm. This concerned the amount of pressure that the respondent felt under 
regarding involving patients in decisions relating to their treatment/care and this was scored on 
a six point unipolar scale ranging from extremely pressured (10) to no pressure (6). Possible 
scores ranged from 1 to 6 with a higher score indicating greater influence of significant referent 
groups. A single item was also used as a global estimate of perceived behavioral control. This 
concerned how much control the respondent felt they had over involving patients in decisions 
relating to their treatment/care. This was scored on a six point unipolar scale ranging from no
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control (1) io total control (6). Possible scores ranged from 1 to 6 with a higher score 
indicating greater perceived behavioural control.
The global statement of attitude towards organisational involvement consisted of two items 
scored on a six point unipolar scale ranging from extremely negative (1) to extremely positive 
(6). These items concerned involvement in planning healthcare provided by the Trust and 
planning related to the individual’s clinical area. The two items were summed to create a global 
attitude score. Possible scores ranged from 2 to 12 with a higher score indicating a more 
positive attitude. A single item was used as a global estimate of subjective norm. This 
concerned the amount of pressure that the respondent felt under regarding becoming involved 
in the planning and provision of healthcare and this was scored on a six point unipolar scale 
ranging from extremely pressured (1) io no pressure (6). Possible scores ranged from 1 to 6 
with a higher score indicating greater influence of significant referent groups. A single item 
was also used as a global estimate of perceived behavioral control. This concerned how much 
conb-ol the respondent felt they had regarding becoming involved in the planning and provision 
of healthcare. This was scored on a six point unipolar scale ranging from no control ( l ) io total 
control (6). Possible scores raged from 1 to 6 with a higher score indicating greater perceived 
behavioural control.
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Results:
For the purposes of analysis the results of the two sections of the questionnaire will be reported 
separately.
Missing Data:
For all of the scales a mean substitution was used, providing at least 50% of the scale was 
complete for that particular case. If more than 50% of the scale was misring Aen the case was 
excluded. It was felt that without this minimum amount of data the trend of the respondent’s 
answers could not be predicted. This procedure was employed to maximise the number of 
cases available for statistical analysis. The same procedure was used for both sections of the 
questionnaire.
Figure 5: Elements of the Questionnaire:
Attitude Scale ........... > Global attitude
Subjective Norm ^ Global Subjective ^  Behavioural
Scale Norm ^  Intention
PBC Scale ............ ■> Global PBC
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The alpha of the Attitude Scale is 0.6601 suggesting acceptable but relatively weak internal 
consistency, (see Table 3, Appendix IV), Attitude 1 ''Better Treatrnent Compliance" is 
particularly weak (alpha if item deleted = 0.6954)
With reference to Table 1, the Subjective Norm Scale shows non-significant levels of 
skewness and kurtosis. This suggests that the Subjective Norm Scale approximates a normal 
distribution as shown in Graph 3: Subjective Norm Scale Frequency Histogram.
The Subjective Norm Scale has an overall alpha of 0.7120 which is acceptable. (See Table 4, 
Appendix IV). Snpl “The General Public” is particularly weak (alpha if deleted = 0.7276).
Table 1 shows that the PBC Scale has non-significant levels of skewness and kurtosis. This 
suggests that the PBC Scale approximates a normal distribution as shown in Graph 4: PBC 
Scale Frequency Histogram (see Appendix IV).
The overall alpha for the PBC scale was 0.6523 which is acceptable, (see Table 5, Appendix 
IV). Pbcp 2 is particularly poor "control over involving all patients in decisions relating to their 
treatment and care" with an alpha if deleted of 0.6246.
With reference to Table 1, the Global Attitude Scale showed significantly high levels of 
skewness and kurtosis. Skewness = -11.42 (p=<0.001). Kurtosis = 14.405 (p=<0.001). 
Despite the application of statistical transforms a normal distribution was not achieved.Graph 5: 
Global Attitude Scale Frequency Histogram shows the skewed distribution.
The overall alpha of the Global Attitude Scale was 0.9330 which indicates a good level of 
internal consistency, (see Table 6, Appendix IV). However, the high level of alpha if item 
deleted for Ap3 "share the responsibility for decision making with the patient" suggests that the 
scale may actually be combining two different elements.
With reference to Table 1 the Global Subjective Norm item showed non-significant levels of 
skewness and kurtosis. This suggests that the Global Subjective Norm approximates a normal 
distribution as shown in Graph 6: Global Subjective Norm Frequency Histogram (sec 
Appendix IV). As the Global Subjective Norm measure comprises a single item, no internal 
consistency statistics were computed.
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With reference to Table 1, the Global PBC Norm item showed a significant level of skewness 
and but a non-significant level of kurtosis. Skewness = -3.6474 (p=<0.001) and Kurtosis = 
0.2081 (p=ns). As this level of skewness is only just beyond the level of statistical significance 
it was decided not to attempt a transform. Graph 7 illustrates the distribution of the Global PBC 
item, (see Appendix IV). As the PBC Norm measure comprises a single item, no internal 
consistency statistics were computed.
Correlations:
A Pearson’s r correlation matrix was produced to examine the relationships between variables. 
Standard Multiple Regression does not report shared variance between predictor variables. A 
predictor only gets credited with it’s unique variance and any variance shared with other 
predictors is added to the R statistic. It is therefore possible that a predictor will have a small 
beta weight and yet share considerable variance with other predictors. In order to interpret the 
regression statistics and control for a type 2 error any relationships between predictor variables 
were examined.
Pearson’s r assumes that variables are approximately linearly related, both measured at interval 
level or higher and both approximately noimally distributed. Although these data satisfy the 
first two assumptions the significant skew of the Global Attitude Scale, Global PBC and 
Behavioural Intention variable mean that results should be treated with caution.
Table 7: Shared decision making with patients: Correlation Matrix.
I AS SNS PBCS GA GSN GPBC
Behavioural Intention (I): 1.0 0.01 0.07 0.17* 0.51° 0.16* 0.43°
Attitude Scale (AS): 1.0 0.30° 0.12 O i l -0.10 0.18*
Subjective Norm Scale (SNS): 1.0 O i l 0.13 -0.24 0.04
PBC Scale (PBCS): 1.0 0.14 0.12 0.56*
Global Attitude (GA): 1.0 0.18* 0.07
Global Subjective Norm (GSN): 1.0 0.56°
Global PBC (GPBC): 1.0
° = correlation is significant at the 0.01 level (2-tailed) 
* = correlation is significant at the 0.05 level (2-tailed)
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Results from Table 7 indicate that Behavioural Intention correlates with all other items with the 
exception of the Attitude Scale and the Subjective Norm Scale. However, these two items 
correlate strongly with each other. Global Subjective Norm correlates well with all other items 
with the exception of the Subjective Norm Scale and the Global Attitude score. Comparisons 
between the scaled items and the global scores reveals that the Attitude Scale and the Global 
Attitude score do not correlate and the Subjective Norm Scale and the Global Subjective Norm 
score also do not correlate. The PBC scale and the Global PBC score show a moderate but 
significant correlation. This suggests that the scaled and global Subjective Norm and PBC 
items may be measuring different things.
Regression Analysis:
Standard Multiple Regression analysis was used to test the concurrent relationship of TPB 
model constructs. As an established theoretical model forms the basis of the questionnaire 
construction, simultaneous entry of independent variables was chosen in order to examine the 
relative contributions of the TPB model constructs.
Tabachnick & Fidell (1996), recommend a cases-to-Independent Variable (IV) ratio of 40 to 1 
in regression analysis. Based on three IV’s a sample size of 120 would be required. The 
eventual sample size of 175 therefore satisfies this criteria.
A standard multiple regression was performed between Behavioural Intention as the dependent 
variable and the Attitude Scale, Subjective Norm Scale and PBC Scale as independent 
variables. With the use of a p=< 0.001 criterion for Mahalanobis distance no outliers among 
the cases were found. N = 153 with 22 cases excluded due to missing data. Tabachnick & 
fideii (19^), suggest that normally distributed residuals illustrate homoscedasticity. Graph 8 
shows an apfiroximafély ndimal diistribiitidn suggesting that the aSsumjition of multivariate 
normality has been met.
The R for regression was significantly different from zero, F(3,153) = 19.224 (p=<0.0001). 
Table 8 shows that only one of the IV’s, PBC Scale contributed significantly to prediction of 
behavioural intention; Beta = 0-531 (p=<0.0001). The three IV’s in combination predicted 
approximately 27% of the variability in Behavioural intention, (adjusted R squared = 0.265).
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Table 8: Relationship of TPB Scale Constructs to Behavioural Intention: Coefficients.
Construct. Beta t Significance
Attitude Scale: -0.057 -0.775 0.440
Subjective Norm Scale: 0.006 0.077 0.938
PBC Scale: 0.531 7.538 0.000
I #V
'FÀ'îi
Graph 8: Relationship of TPB Scale Constructs to Behavioural Intention: Distribution of 
Residuals.
c0)D
cr0)
Std. Dev = .99 
Mean = 0.00 
N = 153.00
Regression Standardized Residual
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A second standard multiple regression was performed between Behavioural Intention as the 
dependent variable and Global Attitude, Global Subjective Norm and Global FBC as 
independent variable^ ' With thé use of a p=< O^ BOl criterion for Mahalanobis distance no 
outliers among the cases were found. N = 161 with 14 cases excluded due to missing data. 
Graph: 9 shows an approximately normal distribution suggesting that the assumption of 
multivariate normality has been met despite concerns about skewed variables.
*
The R for regression was significantly different from zero, F(3,149) = 14.334 (p=<0.0001). 
Table 9 shows that only one of the IV’s, Global PBC contributed significantly to prediction of 
behavioural intention Beta = 0.407 (p=<0.f)001). The three IV’s in combination préëietéd 
approximately 19% of the variability in Behavioural intention, (adjusted R squared = 0.191).
Table 9: Relationship of TPB Global Constructs to Behavioural Intention: Coefficients.
Construct. Beta t Significance
Global Attitude: 0.167 2.378 0.019
Global Subjective Norm: -0.15.3 -2.175 0.031
Global PBC: 0.407 5.859 0.0001
Graph 9: Relationship of TPB Global Constructs to Behavioural Intention: Distribution of 
Residuals.
30
£3CT0)
Std. Dev = .99 
Mean = 0.00 
N = 170.00
Regression Standardized Residual
I
'
Si
i
-iS
198
The above results highlight some problems with the scales of the measure. The Behavioural 
Intention scale has a significant negative skew showing that the majority of participants 
responded positively. This ceiling effect means that the results of the regression analysis must 
be treated with caution.
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Comparison of Professional Groups:
A 1-way analysis of variance (ANOVA) was used to examine any differences between 
professional groups on the various subscales of the measure. Where a significant difference 
was detected between professional groups the nature of this difference was examined with the 
aid of a means plot and further independent t-tests to assess the location of the significant 
differences. A Bonferroni correction was used due to the post hoc nature of these tests. 
Assumptions for this test are interval level data or above, homogenous population variance and 
a normal distribution of differences in the sample means. These assumptions were met for all 
scales with the exception of Patient Global Attitude and results for this scale should be treated 
with caution.
For full details of results see Appendix V: ANOVA: Comparisons of Professional Groups.
2 0 0
Results for the Behavioural Intention Scale indicate a significant difference betweeii 
professional groups, F(4,167) 21.544 (p=<0.0001). Graph 10 shows the pattern of m e ^
scores for the various professional groups. Group 6: Others, only included 8 cases and was: 
excluded from this and subsequent comparisons. Table 10 shows that all groups were 
significantly different from each other, with the exception of Medical Doctors and PAMs. 
Medical Doctors showed the highest level of behavioural intention with PAMs also reporting 
high levels. Nursing and HCAs reported lower levels suggesting less shared decision making 
in these groups.
Graph 10: Behavioural Intention Scale: Means Plot
Key: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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Table 10: Significant Independent T-Tests: Intention Scale: Professional Groups:
Medical Doctors: 
Nurses:
HCAs:
* = p=<0.05
Nurses:
4 .o o r
HCAs:
9.478*
5.476*
PAMs:
1.65
2.351*
7.828*
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There were no significant differences between professional groups on the A^tude Scale, 
F(4,156) = 1.836 (p=ns). Graph 11 displays the mean score for each group. Despite lacking 
statistical significance the plot indicates that both Nurses and PAMs have higher overall attitude 
scores with Medical Doctors and HCA’s showing similar, lower scores.
Graph 11: Attitude Scale: Means Plot
Key: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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There were no significant differences between professional groups on the Subjective Norm 
scale, F(4,158) = 1.688 (p=ns). Graph 12 displays the mean score for each group. Despite 
lacking statistical significance the plot indicates that both Nurses and PAMs have slightly 
higher overall attitude scores with PAM’s having the highest mean. Medical doctors and 
HCA’s showing similar, lower mean scores.
Graph 12: Subjective Norm Scale: Means Plot
Key: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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Results for the PBC Scale indicate a significant difference between professional groups, 
F(4,163) = 8.822 (p=<0.0001). Graph 13 shows the pattern of mean scores for the various 
professional groups. Table 11 shows that Medical Doctors and PAMs both showed high mean 
scores for control. Doctors showed significantly higher levels of PBC than HCAs. PAMs were 
not significantly higher than Medical Doctors but were significantly higher than both Nursing 
and HCAs.
Graph 13: PBC Scale: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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Table 11: Significant Independent T-Tests: PBC Scale: Professional Groups:
Nurses: HCAs: PAMs:
Medical Doctors: as 3.574* ns
Nurses: ns 2.296*
HCAs: 3.939*
* = p=<0.05
204
There were no significant differences between professional groups on Global Attitude, 
F(4,166) = 1.394 (p=ns). Graph 14 displays the mean score for each group. Professional 
groups all show similar levels of Global Attitude with HCA’s showing the lowest mean Global 
Attitude overall.
i
Graph 14: Global Attitude: Means plot
Key: 2 -  Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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There were no significant differences between professional groups on Global Subjective 
Norm, F(4,164) = 0.719 (p=ns). Graph 15 displays the mean score for each group. Despite 
differences not being statistically significant Medical Doctors and HCAs show similar and 
higher mean Global Subjective Norm levels than Nurses and PAM’s who show similar, lower 
levels.
Graph 15: Global Subjective Norm: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
4.7
4.5-
4.4-
4.3-0_
ÊoznD
CO
o
cro0)
4 .0__
2.00 3.00 4.00 5.00 6.00
■ I
206
Results for the Global PBC indicate a significant difference between professional groups, 
F(4,164) = 10.038 (p=<0.0001). Graph 16 shows the pattern of mean scores for the various 
professional groups. Table 12 shows that Medical Doctors are significantly different from 
HCAs. PAM’s, who have the highest mean Global PBC score, are significantly different from 
both Nursing and HCAs. Nursing shows moderate levels of mean Global PBC relative to 
Medical Doctors and PAM’s with HCA’s showing relatively low levels of mean Global PBC 
compared to the other professional groups.
Ü
Graph 16: Global PBC: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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Table 12: Significant Independent T-Tests: Global PBC : Professional Groups:
Nurses: HCAs: PAMs:
Medical Doctors: ns 4.181* ns
Nurses: ns 0.821*
HCAs: 1.794*
* = p=<0.05
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Analysis 2: Staff attitudes to their own involvement in the planning and 
provision of healthcare»
Descriptions of the scales:
With reference to Table 13, the Behavioural Intention Scale showed non-significant levels of 
skewness and kurtosis. This suggests that the Behavioural Intention Scale approximates a 
normal distribution as shown in Graph 17: Behavioural Intention Scale: Frequency Histogram, 
(see Appendix V).
The overall alpha for the Behavioural Intention Scale is 0.8911 which is above the acceptable 
level of internal consistency, (see Table 14, Appendix V). The “alpha if item deleted” statistic 
shows that all of the items contribute equally.
With reference to Table 13, the Attitude Scale showed non-significant levels of skewness and 
kurtosis. This suggests that the Attitude Scale approximates a normal distribution as shown in 
Graph 18: Attitude Scale: Frequency Histogram, (see Appendix V).
The overall alpha of the Attitude Scale is 0.8249 which indicates an good level of internal 
consistency, (see Table 15, Appendix V).
With reference to Table 13, the Subjective Norm Scale showed non-significant levels of 
skewness and kurtosis. This suggests that the Subjective Norm Scale approximates a normal 
distribution as shown in Graph 19: Subjective Norm Scale: Frequency Histogram, (see 
Appendix V).
The overall alpha of the Subjective Norm Scale is 0.6981 which is an acceptable level of 
internal consistency, (see Table 16, Appendix V). The scale appears to be divided into two 
weaker referent groups: Snol **The General Public'' and Sno2 Professional Colleagues" and a 
relatively strong item Sno3 *‘Your Line Manager. ”
With reference to Table 13, thé PBC Scale showed non-significant levels of skewness and 
kurtosis. This suggests that the PBC Scale approximates a normal distribution as shown in 
Graph 20: PBC Scale: Frequency Histogram, (see Appendix V).
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The overall alpha for the PBC scale is 0.6836 which is an acceptable level of internal 
consistency, (see Table 17, Appendix V). The scale appears to be divided into two weaker 
items Pbcol ''Difficulty in becoming involved in planning healthcare services'* and Pbco2 
"Control in becoming involved in planning healthcare services" and a relatively strong item 
Pbco 3 "Confidence in ability to become involved in planning healthcare services. ”
With reference to Table 13, the Global Attitude Scale showed non-significant levels of 
skewness and kurtosis. This suggests that the Global Attitude Scale approximates a normal 
distribution as shown in Graph 21: Global Attitude Scale: Frequency Histogram, (see 
Appendix V).
The overall alpha of the Global Attitude Scale was 0.7698 which is an acceptable level of 
internal consistency, (see Table 18, Appendix V). Due to there only being two items in this 
scale the “alpha if item deleted” statistic was not available.
With reference to Table 13, the Global Subjective Norm Scale showed significantly high levels 
of negative skew. Skewness = 3.6 (p=<0.001). Kurtosis = 1.941 (p=ns). Despite the use of 
statistical transformations a normal distribution could not be achieved. The skewed distribution 
is shown in Graph 22: Global Subjective Norm: Frequency Histogram, (see Appendix V). As 
the Global Subjective Norm measure comprises a single item, no internal consistency statistics 
were computed.
With reference to Table 13, the Global PBC item showed non-significant levels of skewness 
and kurtosis. This suggests that the Global PBC approximates a normal distribution as shown 
in Graph 23: Global PBC: Frequency Histogram, (see Appendix V). As the Global PBC 
measure comprises a single item, no internal consistency statistics were computed.
2 1 0
Correlations:
Table 19: Staff Involvement in Organisational Planning: Correlation Matrix.
I AS , SNS PBCS GA GSN GPBC
Behavioural Intention (I): 1.0 0.35° 0.05 0.45° 0.32° -0.21° 0.29°
Attitude Scale (AS): 1.0 0.33° 0.26° 0.22° -0.09 0.25°
Subjective Norm Scale (SNS): 1.0 0.09 0.16» 0.07 0.15
PBC Scale (PBCS): 1.0 0.38° -0.45° 0.57°
Global Attitude (GA):
Global Subjective Norm (GSN): 
Global PBC (GPBC):
1.0 -0.14
1.0
0.31°
0.47°
1.0
° = correlation is significant at the 0.01 level (2-tailed)
* = correlation is significant at the 0.05 level (2-tailed)
Results from Table 19 show that Behavioural Intention correlated significantly with all other 
items, with the exception of the Subjective Norm Scale. The Attitude Scale also correlated 
significantly with all other items with the exception of Global Subjective Norm. Global and 
scale Attitude and PBC correlated significantly with each other. However, there was no 
significant correlation between global and scale Subjective Norm. This suggests that the two 
Subjective Norm items may be measuring different things.
2 1 1
Regressions:
A standard multiple regression was performed between Behavioural Intention as the dependent 
variable and Attitude Scale, Subjective Norm Scale and PBC Scale as independent variables. 
With the use of a p=< 0.001 criterion for Mahalanobis distance no outliers among the cases 
were found. N = 153 with 22 cases excluded due to missing data. Graph 24 (pg 213) shows 
an approximately normal distribution illustrating that the assumption of multivariate normality 
was met.
The R for regression was significantly different from zero, F(3,149) = 18.241 (p=<0.0001). 
Table 20 shows that Attitude Scale (Beta = 0.269, p=<0.001) and Global PBC (Beta = 0.385, 
p=< 0.0001) contributed significantly to prediction of behavioural intention. The three IV’s in 
combination predicted approximately 25% of the variability in Behavioural Intention, ( adjusted 
R squared = 0.254).
Table 20: Relationship of TPB Scale Constructs to Behavioural Intention: Coefficients.
Regression of behaviourial Intention.
Construct. Beta t Significance
Attitude Scale: 0.269 3.471 0.001
Subjective Norm Scale: -0.083 -1.122 0.264
PBC Scale: 0.385 5.245 0.0001
2 1 2
Graph 24: Relationship of TPB Scale Constructs to Behavioural Intention: Distribution of 
Residuals
c0)3cr(D
U. 0
Std. Dev = .99 
Mean = 0.00 
N = 153.00
Regression Standardized Residual
A second standard multiple regression was performed between Behavioural Intention as the 
dependent variable and Global Attitude, Global Subjective Norm and Global PBC as 
independent variables. With the use of a p=< 0.001 criterion for Mahalanobis distance no 
outliers among the cases were found. N = 134 with 41 cases excluded due to missing data. 
Graph 25 (of 214) shows a normal distribution suggesting that the assumption of multivariate 
normality has been met.
The R for regression was significantly different from zero, F(3,130) = 12.751 (p=<0.0001). 
Two of the IV’s, Global Attitude (Beta = 0.257 p=< 0.001) and Global Subjective Norm (Beta 
= -0.236 p=< 0.003) contributed significantly to prediction of behavioural intention. The three 
IV’s in combination predicted approximately 18% of the variability in Behavioural Intention, 
(adjusted R squared = 0.173).
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Table 21: Relationship of TPB Global Constructs to Behavioural Intention: Coefficients.
Regression of behaviourial Intention.
Construct. Beta t Significance
Global Attitude: 0.257 3.460 0.001
Global Subjective Norm: -0.236 -2.996 0.003
Global PBC: 0.097 1.177 0.241
Graph 25: Relationship of TPB Global Constructs to Behavioural Intention: Distribution of 
Residuals.
std. Dev = .99 
Mean = 0.00 
N = 170.00
Regression Standardized Residual
Once again the above results highlight some problems with the scales of the measure. 
Although, for staff attitudes to their own involvement in the planning and provision of 
healthcare, the Behavioural Intention scale was approximately normally distributed^ there was 
significant negative skew on the Global Subjective Norm score, showing that the majority of 
participants responded positively. This ceiling effect means that the results of the regression 
analysis must be treated with caution.
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Comparisons of Professional Groups.
Results for the Behavioural Intention Scale indicate a significant difference betweeii 
professional groups, F(4,164) -  5.970 (p=<0.0001). Graph 26 shows the pattern of mean 
scores for the various professional groups. Table 22 indicates that HCA’s reported the lowest 
overall score and were significantly different from Nursing. However, HCAs were not 
significantly different from Medical Doctors, or PAMs, who showed a lower but not 
significantly different mean Behavioural Intention score from the other professional groups.
Graph 26: Behavioural Intention Scale: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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Table 22: Significant Independent T-Tests: Behavioural Intention Scale: Professional Groups:
Medical Doctors: 
Nurses:
HCAs:
* — p=<0.05
Nurses:
ns
HCAs:
ns
5.651*
PAMs:
ns
ns
n s
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Results for the Attitude Scale indicate a significant difference between professional groups, 
F(4,155) = 3;286 (p=<0.013). Graph 27 shows the pattern of mean scores for the various 
professional groups. Nursing and PAMs have similar, relatively high, mean Attitude Scale 
scores compared to Medical Doctors and HCAs who both show lower mean scores. 
However, following the Bonferroni correction no individual t-test achieved statistical 
significance.
Graph 27: Attitude Scale: Means plot
Key; 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 — PAMs 6 = others
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Results for the Subjective Norm Scale indicate a significant difference between professional 
groups, F(4,156) = 2.571 (p=<0.040). Graph 28 shows the pattern of mean scores for the 
various professional groups. PAMs showed the highest overall mean Subjective Norm Scale 
score. Both Medical Doctors and HCA’s showed similar mean scores to Nursing. Again, the 
Bonferroni correction meant that no individual t-tests achieved statistical significance.
Graph 28: Subjective Norm Scale: Means plot
Kev: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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There were no statistically significant differences between professional groups on the PBC 
scale, F(4,163) = 1.825 (p=ns) . Graph 29 shows the mean plots for the different groups. 
Nursing showed the highest mean PBC scale rating with HCAs showing an extremely low 
mean PBC scale rating relative to the other groups.
Graph 29: PBC Scale: Means plot
Kev: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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Results for the DGlobal Attitude Scale indicate a significant difference between professional 
groups, F(4,166) = 4.448 (p=<0.002). Graph 30 shows the pattern of mean scores for the 
various professional groups. Table 23 shows that Nursing had the highest overall mean Global 
Attitude score and this was significantly higher than that of the HCAs. HCAs reported the 
lowest mean Global Attitude score with Medical Doctors and PAMs reporting similar levels 
approximately midway between Nursing and HCAs. There were no other significant 
differences.
Graph 30: Global Attitude: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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Table 23: Significant Independent T-Tests: Global Attitude: Professional Groups:
Medical Doctors; 
Nurses:
HCAs:
 ^ = p=<0.05
Nurses:
ns
HCAs:
ns
2.835“
PAMs:
ns
ns
ns
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There were no significant differences between professional groups on the Global SubjjW 
Norm, F(4,166) = 0.766 (p=0.549). Graph 31 shows the mean scores of the vanous 
Despite not achieving statistical significance Medical Doctors and HCAs reported the hi 
mean Global Subjective Norm score with Nursing and PAMs reported the lowest scores.
Graph 31: Global Subjective Norm: Means plot
Key: 2 = Medical Doctors 3 = Nurses 4 = HCAs 5 = PAMs 6 = others
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There were no significant differences between professional groups on Global PBC, F(4,165) = 
2.281 (p=0.063). Graph 32 illustrates mean scores for the various groups. Despite not 
achieving statistical significance HCAs reported the lowest mean Global PBC score relative to 
other groups with Nursing reporting the highest. PAMs reported similar but lower levels to 
Nursing with Medical Doctors reporting mean Global PBC levels approximately midway 
between those of Nursing and HCAs.
Graph 32: Global PBC: Mean Plot:
Kev: 2 = Medical Doctors 3 = Nurses 4  = HCAs 5 = PAMs 6 = others
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Test-retest Reliability:
In order to assess test-retest reliability an opportunity sample of 20 health service employees 
completed the measure at two time points approximately three months apart.
Significant differences between the means of the various subscales across the two 
administrations was examined using a matched sample t-test. Assumptions for this test are 
interval level data or above and a normal distribution of differences in paired scores. These 
assumptions were not violated.
Results showed no significant differences between any of the scales indicating good test-retest 
reliability. For full details of these test results see Appendix VI: Test-Retest Reliability.
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Discussion:
Results concerning the psychometric properties of the questionnaire suggest good internal 
consistency and test-retest reliability across both areas measured.
The measure concerning collaborative decision making between patient and clinician showed a 
number of skewed distributions. In particular, Behavioral Intention showed a negative skew 
indicating that the majority of participants reported high, positive, levels of Behavioural 
Intention. The apparent ceiling effect could reflect a lack of sensitivity in the scale items or a 
strong social conformity effect. Despite the fact that the measure was anonymous a response 
bias remains a possibility.
Global Attitude and Global PBC both show milder but still significant levels of negative skew. 
This could also reflect a response bias. However, Global Attitude comprises three items and 
Global PBC is only a single item. It is possible that the skewed distribution reflects a lack of 
sensitivity with this measurement strategy.
The measure concerning staff involvement in planning the healthcare provided by the Trust 
shows similarly good levels of internal consistency and test-retest reliability. All subscales, 
with the exception of Global Subjective Norm showed approximately normal distributions. 
Global Subjective Norm showed significant levels of negative skew indicating that the majority 
of respondents scored highly on this scale. This may also reflect both a lack of sensitivity in the 
scale items and a social conformity response bias.
A further factor in all of the skewed scales described above is the nature of the sample. Those 
individuals motivated to complete the measure could represent a subpopulation of staff who are 
motivated to become involved in the very areas that the measure targets. However, the majority 
of scales showed normal distributions and therefore good variability across respondents.
The results of the statistical analysis of the two elements of the questionnaire will be discussed 
separately and the combined implications of both aniayses will then be reported.
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Collaborative Decision making between clinical and patient:
The pattern of relationships between questionnaire scales was examined using a correlation 
matrix. Collaborative decision making between clinician and patient was examined in Table 7. 
Behavioural Intention correlated significantly with all other items with the exception of the 
Attitude Scale and the Subjective Norm Scale. However, with the exception of the PBC 
measures, the Attitude and Subjective Norm scale and global items did not correlate. This 
suggests that the scale and global items are measuring different areas. However, the PBC scale 
item also correlated with all other items and Global PBC with all other items with the exception 
of Global Attitude. As the regression analysis illustrated (see below) this confiims the 
association described in the TPB.
The regression of the scale items for collaborative decision making between clinician and 
patient showed a significant model although only 27% of the variance was predicted. PBC was 
the only item significantly related to Behavioural Intention. For the overall sample the Attitude 
scale showed a low mean score in relation to the possible maximum score. (Attitude Scale = 
58.58/360). The Subjective Norm scale showed a moderate score in relation to the possible 
maximum score (Subjective Norm Scale = 73.13/108). These means may in part be explained 
by the combination of the different professional groups in the sample (see below). However, 
PBC remains the greatest predictor of Behavioural Intention. The TPB predicts that low levels 
of PBC would decrease the probability of the targeted behaviour being performed. The mean 
PBC score = 12.35/18 suggesting moderate levels of perceived control although other elements 
of the model report lower mean scores.
The regression of the global items for collaborative decision making between clinician and 
patient again showed a significant model with 19% of the variance predicted. Once again PBC 
was the only item significantly related to Behavioural Intention. For the overall sample the 
Global Attitude and the Global Subjective Norm showed higher mean scores in relation to the 
possible maximum score. (Global Attitude = 15.5/18 and Global Subjective Norm = 4.23/6). 
These higher mean scores may be a reflection of the different measurement strategies. The 
global items consisted of statements of opinion relating to single issues. The scale items 
examined the perceived consequences of a particular behaviour. Although the global items 
produced a stronger regression model the scale items may be more ecologically valid in terms 
of the individual’s practice.
224
Comparison of the various professional groups within the sample revealed an interesting 
pattern. Medical Doctors and PAMs showed the highest levels of Behavioural Intention 
compared to Nursing and HCAs. This could reflect the relative autonomy of Doctors and 
PAMs in terms of dealing with individual patients. Nursing and HCAs may experience contact 
with individual patients as an exercise in fulfilling a treatment prescribed by another 
professional. However, this excluded those areas of care where collaborative decision can be 
made in relation to basic nursing care. It may be that respondents interpreted the statement 
“treatment and care” as relating only to major medical or therapeutic decisions.
Although not statistically significant. Nursing and PAMs showed more positive mean scores 
on the Attitude Scale towards collaborative decision making th ^  either Medical Doctors or 
HCAs. This may reflect differences in the professional ethos of each group with Medical 
Doctors historically accustomed to prescribing and current Nursing and PAM training 
emphasising more client centred methods of practice. The low HCA mean score may reflect a 
perception that these issues are beyond the remit of untrained staff. On the Global Attitude 
rating HCAs show similar mean scores to all of the other professional groups. This could again 
be a reflection of the measurement strategy with a global statement of opinion providing an 
over estimation in comparison to a more detailed examination of the consequences of a 
particular behaviour.
Although again not statistically significant, the Subjective Norm scale revealed an almost 
identical pattern of mean scores as the Subjective Norm Scale. This could again reflect 
differences in professional ethos towards individuals outside of a particular profession. 
Interestingly Medical Doctors and HCAs again showed higher mean scores than the other 
groups on the global items. This could reflect the traditional hierarchies that both groups work 
within. The Subjective Norm scale and the Global Subjective Norm score did not correlate. It 
could be that the global statement "'How much pressure do you feel under to,.,." was 
interpreted in term of different referents. It is possible that Medical Doctors interpreted it in 
terms of the medical hierarchy and HCA’s in terms of their perceived position as relatively 
powerless within the organisation.
The above speculation is given added credence by the results of the PBC measures. Both 
global and scale PBC scores showed the same pattern. Medical Doctors and PAMs showed 
significantly higher levels of perceived control than nurses, and HCAs showed significantly 
lower levels than all of the other professional groups. This again could reflect the relative
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autonomy of Medical Doctors and PAMs in relation to treating individual patients. However, it 
is concerning that low levels of Perceived Behaviourial Control and Behavioral Intention in 
both nursing and HCAs could lead to other areas of behaviour where collaborative decision 
making is possible not being seen as under the individual’s control.
Staff attitudes to their own involvement in the planning and provision of healthcare provided bv 
the Trust:
The pattern of relationships between questionnaire scales was examined using a correlation 
matrix. Staff attitudes to their own involvement in the planning and provision of healthcare 
provided by the Trust was examined in Table 13. Behavioral Intention was again correlated 
with all of the items, with the exception of the Subjective Norm Scale. Global and scale 
Attitude and PBC measures correlated significantly which suggests that they are measuring 
related domains. However, global and scale Subjective Norm items did not correlate. This may 
be the result of the skewed distribution of the global Subjective Norm item. Both global and 
scale PBC items correlated significantly with all other items again suggesting the relationship 
predicted by the TPB,
The regression of the scale items for staff attitudes towards their own involvement in the 
planning and provision of healthcare provided by the Trust showed a significant model with 
25% of the variance predicted. The Attitude Scale and the PBC scale were both significantly 
related to Behavioural Intention. For the overall sample both the Attitude scale and the PBC 
scale mean scores are low in relation to the possible maximum score, (Attitude Scale = 
46.78/216 and PBC scale score = 9.95/18) with the Subjective Norm showing a moderate 
mean score, (Subjective Norm Scale = 73.98/108). Again, these means may in part be 
explained by the combination of the different professional groups in the sample. However, the 
implication of the above result is that although staff members feel pressure from significant 
referent groups they have a relatively negative attitude towards their involvement in the larger 
organisation and very low levels of perceived behavioural control.
The regression of the global items for staff attitudes towards their own involvement in the 
planning and provision of healthcare provided by the Trust again showed a significant model 
with 18% of the variance predicted. Although the skewed distribution of Global Subjective 
Norm was not corrected with a statistical transformation, there are questions regarding 
homoscedasticity. Global Attitude and Global Subjective Norm were identified as significant
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predictors of behavioural intention. However, Global PBC correlated significantly with both of 
these items although the issue of shared variance between the IV’s may have underestimated 
Global PBCs contribution.
Global Attitude and Global Subjective Norm both showed moderate to high mean scores in 
relation to the maximum rating possible, (Global Attitude = 7.79/12 and Global Subjective 
Norm = 4.63/6). Global PBC showed a relatively weak estimate of control, (Global PBC = 
2.81/6). This solution would imply that participants had a strong positive attitude towards the 
targeted behaviour and were positively influenced by significant referent groups. They felt low 
levels of perceived behavioural control but did not feel that this effected their intention to 
perform the targeted behaviour.
As with the parts of the questionnaire examining shared decision making between clinicians 
and patients the higher global mean scores may be a reflection of the different measurement 
strategies. The global items consisted of statements of opinion relating to single issues. The 
scale items examined the perceived consequences of a particular behaviour.
Comparison of the various professional groups within the sample again revealed an interesting 
pattern. Nursing and PAMs showed significantly higher levels of Behaviourial Intention than 
both Medical Doctors and HCAs. This may reflect the hierarchical nature of medicine with 
Doctors having relative autonomy with individual patients but little control or influence within 
their own professional structure. Perhaps unsurpisingly HCAs exercise little power or 
influence organisationally and this is refleeted in their relatively low Behavioral Intention score.
The same pattern of scores was repeated for the Attitude Scale with Nursing and PAMs 
showing significantly more positive attitudes towards involvement in planning. The Subjective 
Norm Scale showed PAMs to have significantly higher scores than the other professional 
groups. This may again reflect the relative autonomy of the PAMs rather than the more 
traditional and hierarchical organisation of other professions within medicine.
Although not significant, the PBC Scale showed Nursing to have the highest mean score with 
Medical Doctors and PAMs showing moderate but lower levels. HCAs showed the lowest 
overall level. This may reflect as much an indication of individuals choosing not to become 
involved as vice versa and PBC does not specify a direction merely the individuMs belief in 
their own autonomy.
227
Global Attitude showed Nursing to be significantly more positive than other professional 
groups. The same pattern was repeated for Global Subjective Norm although this was not 
significant. Although also not significant. Global PBC showed Nursing and PAMs reporting 
higher mean scores with Medical Doctors and HCAs reporting lower scores. Again this may be 
a reflection of different professional hierarchies.
Comparing global and scale measurement strategies reveals the reverse of the questionnaire 
relating to shared decision making between clinician and patient. The regression solution using 
scale items provided a better statistical prediction of behavioural intention. It may be that 
examining the potential consequences of this behaviour fostered more positive attitudes and 
perceptions of control than the global estimates. In both questionnaires the opinion and 
evaluation components of the Attitude Scale may have prompted more detailed examination of 
the issues and so influenced the other components of the model more than a reliance on global 
statements alone would have achieved.
Reflections on the Project
This project has raised a number of issues about the methods used and possible future 
developments.
In terms of the TPB this appears to have been a useful model for exploring participants 
attitudes towards the behaviours targeted. It’s various components allow a more in depth 
understanding of the motivations and also the barriers regarding the targeted behaviours. 
However, the pattern of responses has raised questions about the process of questionnaire 
design and item selection.
As highlighted by Fazio (1986), the translation of an attitude to a behaviour depends upon it’s 
cognitive accessability. In addition, it is suggested that an attitude can be influenced by 
performing a behaviour which has implications for the attitudinal position. What is unclear 
from this study is what effect, if any, exploring the professional and personal issues presented 
in the questionnaire had on the participants. This could potentially be positive or negative.
Allied to the above point is the strong ceiling effect observed in a number of the questionnaire 
items. It is possible that attempting to design a measure to apply to a variety of professional 
groups led to questions being too broad and lacking specificity. Although a pilot of the measure
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was presented to a group of participants for comments a strong positive response bias still 
occurred. It may be that a more useful strategy would be to address each professional group 
separately and target question content and wording to that working experience. However, this 
would obviously make inter-group comparisons difficult. In addition, as with any voluntary 
group of participants there is always the possibility that the sample is not representative of the 
population. In that sense any conclusions resulting from the results should be treated with 
caution.
Due to the number of tests conducted a Bonferroni correction was used resulting in a more 
robust p value being required in order to achieve statistical significance. Whilst this minimised 
the possibility of a type 1 (or false positive) error it increased the possibility that a type 2 (false 
negative) may have occurred. As the project was essentially exploratory it is difficult to see 
how this could have been avoided. However, any future administrations of the measure could 
involve specific hypotheses being tested rather than all possible relationships being examined. 
A smaller number of tests would avoid the necessity of using the correction required with post- 
hoc testing.
Finally, there is the question of alternative measurement strategies. The original context of this 
study was a Trust wide training project. Due to the potentially large numbers of respondents a 
quantitative method was chosen. It may be that a future strategy, be it a project in its own right 
or a more detailed pilot procedure, could involve more qualitative measurement methods. 
Perhaps the use of group, rather than individual data collection methods could make this more 
logistically feasible. Whilst the test/retest reliability results are very encouraging it is 
unfortunate that the measure has not been used for the purpose it was originally intended. 
However, the results could still be very useful both to the individual professional groups and 
the Trust management, as such staff attitude gathering is current a required exercise enforced 
by central government. In that sense, the results (accepting the various measurement problems) 
make sobering reading.
229
Conclusions and Recommendations:
The results overall would suggest that the measure is psychometriçally sound although future 
development should target the ceiling effect and resultant negative skew of some of the scales. 
In addition, future development could target distinct professional groups. Although these 
results provide a valuable cross-sectional measure of a staff group, closer analysis of the 
different professions within that group suggested distinct patterns. These may have been lost in 
an overall mean score and the measure may have more utility if applied to a narrower and more 
homogenous professional group. Scale items allowed a more detailed examination of the TPB 
model constructs than a reliance on global ratings. Although this made the questionnaire longer 
and more time consuming to complete, more elements of the domains examined were captured 
using this procedure. For these reasons any future questionnaire development should 
concentrate on scaled, rather than global, items.
With reference to shared decision making between clinicians and patients the overall sample 
reveals a pattern of relatively negative attitudes, moderate perceptions of influence from 
significant referent groups and moderate levels of control. In terms of staff involvement in the 
larger organisation a similar moderate to negative attitude is evident, again with moderate 
perceptions of influence from significant referent groups but with lower levels of perceived 
behavioural control.
Interpretations of mean scores must be done with caution as no normative data exists against 
which to compare levels. However^ these results imply that clinical staff, despite reporting 
moderate to high levels of Behavioural Intention in both areas, feel the behaviour to have 
neutral, or negative, consequences and to be largely out of their control despite the perceived 
positive opinion of important others. Taken together the results imply that in relation to the two 
targeted behaviours staff do not feel in a position to effectively perform either behaviour. Of 
more concern is that in terms of individual patients, staff would appear to recognise the general 
positive attitude of others towards shared decision making. However, they appear to feel that 
the organisation they work for does not practically support this and they feel relatively 
powerless to exert any influence in their own practice. In addition, a similar pattern exists 
relating to the broader organisation implying that staff feel powerless to exert any influence 
over changing such practices.
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Practical applications of this information could include targeting staff perceptions of their 
potential influence in the areas examined by the measure. All clinical staff have potential 
influence over the patient’s experience. Discussing treatment and care and making collaborative 
decisions need not only involve major medical procedures. Enhancing patient autonomy in 
other areas as well as medical decisions could impact positively in a number of domains. For 
example, less regimented inpatient routines and a more collaborative approach to basic self-care 
needs could foster greater patient autonomy. Staff shortages and resource limitations may lead 
to a “production line” approach to care in order to cover the required workload. To avoid this 
there needs to be a greater partnership between research examining the impact of the patient 
experience on the individual and the management of scarce and finite resources.
In order for the above to be possible a more transparent and inclusive management style would 
need to be adopted. The results of this survey suggest that even when staff are consulted they 
do not feel included. In that sense policy is imposed on staff as much as it is on patients. This 
overall lack of perceived control means that individuals may abdicate responsabilty over those 
areas where they do still exert influence. These results also suggest that different interventions 
would be needed for different professional groups. For example Medical Doctors appear 
relatively autonomous in relation to individual patients but relatively powerless within their 
professional hierarchy. Alternatively HCAs may feel that they have no mandate with individual 
patients whereas the potential impact of their practice on the patient is immense. Treating NHS 
staff as an homogenous group may limit the impact of any initiatives to change clinical practice 
or foster greater involvement in the organisation as a whole.
Although a speculative observation, if these results can be extrapolated to the broader NHS, 
recent examples of continued poor practice (such as the Bristol Hospital Cardiology scandal) 
may reflect a mute and disempowered staff group as much as a lack of regular accountability 
from those directly involved. If individuals feel disempowered within an organisation they may 
not act on suspicions not only due to fears of being ostracised as “whistle blowers” but also 
because they do not see a possibility of exerting any influence.
This study is a preliminary attempt to apply an established theory from social psychology 
(TPB) to clinical staff. It would appear to be a useful model for examining this area as it 
highlights and identifies the role of beliefs about a particular behaviour and the opinions and 
influences of significant others. In addition the concept of perceived behaviourial control is 
useful in assessing how an individual sees themselves in terms of their influence upon a
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particular behaviour. These components allow any interventions designed to promote a 
particular behaviour to be more accurately targeted.
There are identified problems with some aspects of the measure and no normative data against 
which to compare the results. However, the pattern of scores and the relationship as defined by 
the TPB shows a worrying pattern of disempowerment within the staff group. At best this 
would suggest a staff group who are not working as they would wish, therefore resulting in 
low morale and, although this information was not obtained, probably impacting on staff 
retention. At worst it suggests a disempowered staff group who do not feel in control of any 
aspect of their practice and this can only have a negative impact on the standard of care received 
by the patients.
The clinical utility of the TPB as a measurement model is that it allows influences on the 
individual’s decision making process to be identified. This, in turn allows any intervention to 
be more effectively targeted. Improved staff morale and performance can only benefit the NHS 
and ultimately, and more importantly, the care received by the patient.
232
References
Ajzen, i. (1985): From intentions to action: In J. Kiihl & J. Beckman (Eds.): Action Control 
from Cognition to Behaviour: pp 11-39, New York: Springer-Verlag.
Armitage, C. J. & Conner, M. (1999): The theoiy of planned behaviour: Assessment of 
predictive validity and “perceived control.”: British Journal of Clinical Psychology, 38,35-54
Beisecker, A.E. & Beisecker, T.D. (1990): Patient information-seeking behaviours when 
communicating with doctors: Med Care 28: 19-28: cited in Leopold, Nancy; Cooper, James & 
Clancy, Carolyn: Sustained partnership in primary care: The Journal of Family Practice, 
vo l.42, no .2 (F eb ), 1996
Bowl, R. (1996): Legislating for user involvement in the United Kingdom: Mental health 
services and The NHS and Community Care Act 1990: International Journal o f Social 
Psychiatry , v o l.42, n o .3, 165-180
Bryman, A. & Cramer, D. (1990): Quantitative Data Analysis for Social Scientists: Routledge: 
London and New York.
Cole, A. (1998): Lets work together: Health Management, N ov., 10-11
Cramer, D. (1994): Introducing Statistics for Social Research: Step by Step Calculations and 
Computer Techniques Using SPSS: Routledge: London and New York.
Department of Health (1990): Working for patients: (London, HMSO): cited in Loughlin, Lisa: 
Involving patients in the planning and delivery of care: Working towards a common goal: 
Journal of Interprofessional Care, \ o \ , l  i no . 2, 1993
Department of Health (1996): The Patient’s Charter and you - A Charter for England.
Fazio, R.H. (1986): How do attitudes guide behaviour?: In Sorrentino, R.M. & Higgins, 
E.T, (Eds): Handbook of Motivation and Cognition : Foundations o f Social Behaviour : New 
York: Guildford Press
233
Fazio, R.H.; Herr, P.M. & Olney, T.J.(1984): Attitude accessability following a self­
perception process: Journal o f Personality and Social Psychology , 47, 277-286
Godin, G. & Kok, G. (1996): The Theory of Planned Behaviour: A review of it’s applications 
to health related behaviours: American Journal of Health Promotion, V ol. 11, no. 2, 87-98
Loughlin, L. (1993): Involving patients in the planning and delivery of care: Working towards 
a common goal : Journal of Interprofessional Care, V ol.7, no. 2
Millstein, S. G. (1996): Utility of the Theories of Reasoned Action and Planned Behaviour for 
predicting physician behaviour: A prospective analysis: Health Psychology, vol. 15, no. 5, 
398-402
N.H.S. Executive (1996): Patient partnership : London Department of Health.
Randall, D. M. &. Wolff, J. A. (1994): The time interval in the intention-behaviour 
relationship: Meta-analysis: British Journal of Social Psychology, 33, 405-418.
234
Appendix I: Relevant Government Press Releases During Data Gathering 
8th. July 1999
Health Secretary Frank Dobson: report from NHS i'askl'orce (est. March 1998) on staff involvement. 
Recommended giving more control to staff resulting in better patient care and happier staff. Taskforce 
recommended involving ^  NHS staff. Government pledge to invest in training and asking staff opinions.
9th. July 1999
12(K) nurses return to NHS: government campaign launched 1st. February. Increase in maximum nurses pay. 
12th. July 1999
Health Secretary Frank Dobson addresses NHS Executive Equal Opportunities Unit and emphasises that gjf NHS 
staff must have a voice.
23rd. July 1999
Health Secretary Frank Dobson: announced £40 billion boost to target recruitment/retention. Pledge to involve 
staff in decisions that affect them and patients.
11th. August 1999
NHS Clinical Governance Support Team to help NHS Trusts implement clinical governance.
1st. September 1999
Government moves to halt secrecy in NHS with help for “whistleblowers.”
Fhiblic Interest Disclosure Act gives statutory protection to erhployees.
15th. September 1999
NHS gets “Nurse Champions” in £1 million campaign to improve staff working conditions.
23rd. September 1999
3 year agreement to guarantee safe working hours for junior Doctors.
6th. October 1999
Health Secretary Frank Dobson welcomes 2000 nurses back to NHS.
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8th. October 1999
Health Secretary Frank Dobson announces modernisation of the NHS pay system to be dependent on job content 
rather than job description.
25th. October 1999
Chief Nursing Officer Dame Yvonne Moores addresses KCN conference and calls for nurses, midwives and 
health visitors to get involved in NHS modernisation.
4th. November 1999
Health Minister John Denham speech to NHS Alliance. Department of Health to review programme on 
patient/public involvement.
17th. November 1999
Health Minister John Denham announces that those Trusts with more flexible working practices have 
encouraged more nurses back to work.
24th. November 1999
“Expert Patients” Taskforce established. To help patients with chronic illness manage more independently.
8th. December 1999
Health Secretary Alan Mil bum addresses first Annual National Institute for Clinical Excellence (NICE) 
Conference and sets timetable for the following year.
9th. December 1999
Improved pay and conditions for consultants to recognise their workload.
21st. December 1999
Health Secretary Alan Milbura announces £34 billion for health authorities over 2000/2001: cash increase of 
6.8% (4.2% in real terms) for modernising services: aims are high quality NHS, investment in staff and 
improved IT.
22nd. December 1999
Health Secretary Alan Milbum annoimces that the patient experience is to be transformed. Plan to organise 
services around the needs of the patient New model of nurse education to focus on this.
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30th. December 1999
£ 0 .5  million to be slashed from NHS bureaucracy by the scrapping of the internal market.
1st. January 2000
Health Secretary Alan Milbura praises NHS for its efforts over Christmas.
6th. January 2000
NHS Chief Executive comments on unusually high demands on NHS due to flu epidemic.
17th. January 2000
Nurses and Doctors pay increases to be paid in full.
Largest group of nurses in NHS to received 7.8% increase.
18th. January 2000
Health Secretary Alan Milbura announces first Nurse Consultant posts.
10th. February 2000
Health Secretary Alan Milbura calls for expansion of beds and services.
24th. February 2000
Health Secretary Alan Milbura meets RCN. Agreement to work together to improve the working life of nurses. 
28th. February 2000
2000 Nurse Recruitment Campaign launched. 10 be recurrent campaign from now on.
Health Secretary Alan Milbura pledges investment in NHS staff.
March/April 2000:
Chief Executive of Trust involved in this project is replaced.
10th. March 2000
Inpatient figure show that NHS coped well with Winter pressures.
28th. March 2000
Health Secretary Alan Milbura announces £600 million for NHS as part of extra cash from the budget.
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12th. April 2000
Health Secretary Alan Milbum announces national tour to talk to staff. 5 challenges outlined in National Plan: 
Partnership, Performance, Professional and Wider NHS workforce. Patient Care, Prevention.
18th. April 2000
Results of National Survey of NHS Patients 1999.
Self-report postal questionnaire targeted on CHD patients. High levels of patient satisfaction but patients wanted 
more information and involvement in treatment decisions.
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Appendix IT: Semi-structured Interview Plan 
Decision Making in Clinical Practice.
(Prompt)
I am a Trainee Clinical Psychologist from the University of Surrey. As part of my final year thesis I have 
become involved in a Trust initiative to look at clinical decision making. As part of that process I would like to 
ask staff members what their thoughts are regarding this area.
The term “patient centred decision making” (used below) refers to both involving patients directly in decision 
making and taking the patient’s perspective when making decisions about your own practice.This is not to 
imply that staff members do not do this already. However, I would like to explore your feelings on the 
advantages/disadvantages and difficulties of doing this as well as your own involvement in the healthcare 
provided by the f  rust
This questionnaire is entirely confidential and I would be very grateful for your participation.
• What do you see as the advantages and disadvantages of involving patients in decision about their own
care? (Patient Centred attitude)
Who do you diink would see a patient centred approach as a good thing? (Patient Centred subjective 
norm)
What barriers would you see yourself encountering if you pursued a more patient centred approach? 
(Patient centred perceived behavioural control)
What would you see as the advantages and disadvantages of trying to take the patient’s perspective 
when making decisions about your own practice? (Patient centred attitude)
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Can you think of any groups who would criticize you for taking a more patient centred approach? 
(Fatient centred sunbjective norm)
Who do you think would support and help you in taking a more patient centred approach? (Patient 
centred perceived behavioural control)
What do you see as the advantages and disadvantages of your own involvement in planning the 
healthcare provided by the Trust? (Staff involvement attitude)
Who do you think would see your involvement in planning the healthcare provided by the Trust as a 
good thing? (Staff involvement subjective norm)
What barriers would you see yourself encountering if you pursued greater involvement in planning the 
healthcare provided by the Trust? (Staff'involvement perceived behavioural control)
What would you see as the advantages and disadvantages of greater involvement in planning the 
healthcare provided by the Trust relevant to your clinical area? (Staff involvement attitude)
Can you think o f any groups who would criticize you for pursuing greater involvement in planning the 
healthcare provided by the Trust? (Staff involvement subjective norm)
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Who do you think would support and help you in pursuing greater involvement in planning the 
healthcare provided by the Trust? (Staff involvement perceived behaviourial control)
If you have any additional points to make or any comments please continue overleaf. 
Thank you for your help.
Completed forms can be returned by internal mail to:
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Appendix III
Measure
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H E A L T H C A R E
D e p a r t m e n t  OF 
H e a l t h  P s y c h o l o g y
Maple Annex 
E ast Surrey Hospital 
C anada Avenue 
Redhill
Surrey RH1 5RH 
Phone 01737 231794 
Fax 01737 231683
The following questionnaire is designed to look at staff attitudes towards decision making in 
clinical practice.
The background of this project is the government paper "Working Together" and the Trust (Care 
Development Programme). These form a new initiative aimed at involving all staff with patients 
and their carers in decisions about developments in patient care.
The measure is designed to look at two main areas:
• Staff attitudes to involving individual patients in decisions about their own treatment/care.
Staff attitudes to their own involvement in the planning and provision of healthcare.
The questionnaire itself takes about 15 minutes to complete. It is anonymous and confidential and 
we would appreciate your frank and honest opinions.
The overall aim of the measure is to provide a picture o f what the Trust staff really think about 
these issues. This will then be fed-back to the Trust to illustrate what changes might need to be 
made and what obstacles might exist in trying to achieve this.
It would be really useful to get the responses of as many staff members as possible so that the 
results of the survey best reflect the current feeling within the hospital.
Thank you for your time.
D epa r tm en ÿ  OF H ea lth  P s y c h o l o g y
- y - ,
CLINICAL DECISION MAKING.
This survey asks your opinions on decision making in clinical practice.
The survey is completely confidential. However, there may be occasions in the future 
when you are asked to  complete it again. The following information would be useful 
in matching this questionnaire to  future administrations without explicitly 
identifying you as an individual;
The day of the month your birthday falls on (please circle):
1, 2, 3, 4, 5, 6, 7, 8, 9, 10, n ,  12, 13, 14, 1 5 , 1 6 , 1 7 , 1 8 , 1 9 ,  20, 21, 22, 23, 24, 
25, 26, 27 ,28 ,  29, 30, 31
Your m other’s first initial (Please circle):
A B C D E F G H I J K L M N O P Q R S T U  V W X Y Z
The Trust site where you do the majority of your work (please circle):
Redhijl Hosp. Crawley Hosp. Horsham Hosp. Community.
Caterham. Oxted. Dorking.
Which of the following professional groupings do you consider yourself to  belong to? (Please 
tick)
a) Management
b) Medical Doctor
c) Nursing: (Please specify grade) _______________ i______ _
d) Health care assistant
e) Professions allied to medicine: (Please specify) ________ _ __ _____________
f) Other: (Please specify) ________________________!______________________
THF FOLLOWING QUESTIONS ASK ABOUT YOUR INTENTIONS FOR
THE FUTURE:
• O ver th e  n e x t th re e  m o n th s  how  likely  is i t  t h a t  y o u  w ill:
Discuss choices of care with patients?
Extremely unlikely 1 2 3 4 5 6 Extremely likely
Discuss trea tm ent options with patients?
Extremely unlikely 1 2 3 4 5 6 Extremely likely
Share the responsibility for making decisions with the patient?
Extremely unlikely 1 2 3 4 5 6 Extremely likely
•  Over the next three months how likely are the following sta tem en ts to  be true?
I will actively take up opportunities to  become involved in planning the healthcare provided 
by the Trust.
Extremely unlikely 1 2 3 4 5 6 Extremely likely
I will activelv take up  opportunities to  become involved in healthcare planning relating to  
my area of clinical practice.
Extremely unlikely 1 2 3 4 5 6 Extremely likely
I will initiate my involvement in planning th e  healthcare provided by the  Trust.
Extremely unlikely 1 2 3 4 5 6 Extremely likely
I will initiate my involvement in healthcare planning relating to  my area of clinical 
practice.
Extremely unlikely 1 2 3 4 5 6 Extremely likely
THÉ FOLLOWING QUESTIONS ASK ABOUT YOUR OPINIONS REGARDING SERVICE
DELIVERY.
• Involving all m y p a t i e n t s  in d e c is io n s  re la t in g  to  th e i r  t r e a t m e n t / c a r e  
w ould:
Result in better treatm ent compliance.
Strongly disagree: 1 2 3 4 5 .'Strongly agree
Increase patient anxiety.
Strongly disagree: 1 2  3 4 5 '.Strongly agree
Lead to  the patient asking for unrealistic treatm ents.
Strongly disagree: 1 2 3 4 5 6 '.Strongly agree
Help maintain the patient’s independence. 
Strongly disagree: 1 2 3 4 .'Strongly agree
Lead to  patients rejecting the m ost medically appropriate treatm ent.
Strongly disagree: 1 2 3 4 5 6 .'Strongly agree
Help patients make informed choices. 
Strongly disagree: 1 2 3 '.Strongly agree
Lead to  conflict with the patient’s family; 
Strongly disagree: 1 2 3 4 '.Strongly agree
Help m eet the patient’s wishes. 
Strongly disagree: 1 2 '.Strongly agree
Help th e  patient build insight into their illness. 
Strongly disagree: 1 2  3 4 '.Strongly agree
Take too  much time. 
Strongly disagree: 1 4 .'Strongly agree
• Involv ing  m y se lf  to  a g r e a te r  e x te n t  in p lann ing  h e a l th c a re  w ould : 
Have no effect
Strongly disagree: 7 2 3 4 5 6 '.Strongly agree
Allow me to  be an advocate for patients using my service. 
Strongly disagree: 1 2 3 4 5 6 .'Strongly agree
Be seen by management as an unacceptable use of my time. 
Strongly disagree: 1 2 3 4 5 6 '.Strongly agree
Be valued by my colleagues.
Strongly disagree: 1 2 3 4 '.Strongly agree
Not be my responsibility.
Strongly disagree: 1 2 3 4 5 6 .'Strongly agree
Provide a more realistic view of what services should be provided.
Strongly disagree: 1 2 3 4 5 6 .'Strongly agree
THE FOLLOWING QUESTIONS ASK ABOUT HOW YOU WOULD PERSONALLY FEEL 
IF THOSE CONSEQUENCES DID IN FACT OCCUR.
•  Thinking a b o u t  y o u r p ra c tic e , how a c c e p ta b le  o r u n a c c e p ta b le  do you 
fe e l th e  fo llow ing  e x p e r ie n c e s  w ould b e ?
Your patients comply with their treatm ent/care  without question.
Extremely 
unacceptable: 1
Extremely
'.acceptable
Your patients experience increased anxiety. 
Extremely ,
unacceptable: 1 2 3 4 5
Extremely
:acceptat)le
• Thinking about  your practice, how accep tab le  or unacceptable do you
feel the  following experiences would be?
Your patient asks for unrealistic treatm ent.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Your patient retains their independence whilst in hospital.
Extremely Extremely
unacceptable: 7 2 3 4 5 6 '.acceptable
Your patient rejects the most medically appropriate trea tm ent.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Your patient is able to  make informed choices.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 .'acceptable
The relatives of your patient are upset and offended.
Extremely Extremely
unacceptable: 7 2 3 4 5 6 '.acceptable
You act in a way th a t the patient does not wish.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 .acceptât^
Your patien t has a greater understanding of their condition.
Extremely Extremely
unacceptable: 7 2 3 4 5 6 .acceptable
You do not have time to  discuss things with your patient.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
• Thinking about  your role within th e  organisat ion, how a cc ep tab le  or
unacceptable do you feel the following experiences would be?
Your involvement in planning healthcare services has no effect.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Your input into planning healthcare services allows the wishes of patients to  be represented. 
Extremely Extremely
unacceptable: 1 2 3 4 5 6 :acceptable
Your input into planning healthcare services is seen as a valuable use of your time by 
management.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Your colleagues see an involvement in planning healthcare services as a valuable part of 
your job.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Involvement in planning healthcare services is seen as the responsibility of all s ta ff 
working within the Trust.
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
Services are planned without consulting the s ta ff working in th a t particular clinical area. 
Extremely Extremely
unacceptable: 1 2 3 4 5 6 '.acceptable
THE FQLl OWING GROUPS WILL ALL HAVE OPINIONS REGARDING SHARED 
DECISION MAKING BETWEEN PATIENTS AND CLINICIANS. HOW MUCH VALUE DO 
YOU PI ACE ON THE OPINIONS OF THESE GROUPS:
The General public:
/ do not value these opinions: :
Trust Management:
I do not value these opinions: :
Individual patients:
I do not value these opinions:
The patient’s relatives:
/ do not value these opinions: :
:l strongly value these opinions
1 2 3 4 5 6
:l strongly value these opinions
1 2 3 4 5 6
:l strongly value these opinions
1 2 3 4 5 6
:l strongly value these opinions
1 2 3 4 5 6
Your professional colleagues:
I do rwt value these opinions: :
1 2
:l strongly value these opinions
3 4 5 6
Your line manager:
I do not value these opinions: :
1 2
:l strongly value these opinions
3 4 5 6
THE FOLLOWING ITEMS ASK ABOUT SHARED DECISION MAKING BETWEEN
PATIENTS AND CLINICIANS. WHAT DO YOU CONSIDER THE OPINIONS OF THE
FOLLOWING GROUPS TO BEZ
The General public:
Strongly disaprove: '.Strongly approve
7 2 3 4 5 6
Trust Management:
Strongly disaprove: '.Strongly approve
7 2 3 4 5 6
Individual patients:
Strongly disaprove: .'Strongly approve
1 2 3 4 5 6
The patient’s relatives:
Strongly disaprove: '.Strongly approve
1 2 3 4 5 6
Your professional colleagues:
Strongly disaprove: .'Strongly approve
1 2 3 4 5 6
Your line m anager
Strongly disaprove: '.Strongly approve
1 2 3 4 5 6
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THINKING ABOUT INVOLVING PATIENTS IN DECISIONS ABOUT THEIR
TREATMENT AND CARE:
O verall w h a t is y o u r  a t t i tu d e  to w a rd s  th e  fo llo w in g ?
Discussing choices of care with individual patients:
Extremely negative: 1 2 3 4 5 6 .’Extremely positive
Discussing trea tm en t options with individual patients:
Extremely negative: 7 2 3 4 5 6 '.Extremely positive
Sharing the  responsibility for decision making with the patient:
Extremely negative: 1 2 3 4 5 6 : Extremely positive
Overall, how much pressure do you feel under to  involve patients in decisions relating to  
their trea tm en t/ca re?
Extremely pressured: 1 2 3 4 5 6 :No pressure
Overall, how much control do you feel you have in involving patients in decisions relating to  
their trea tm en t/ca re?
No control: 1 2 3 4 5 6 '.Total control
THINKING ABOUT YOUR OWN INVOLVEMENT IN THE PLANNING OF TREATMENT
AND CARE:
O verall, w h a t is y o u r a t t i t u d e  to w a rd s  th e  fo llo w in g ?
Your own involvement in planning the healthcare provided by the Trust:
Extremely negative: 1 2 3 4 5 6 '.Extremely positive
Your own involvement in planning the provision of healthcare relating to  your areas of 
clinical practice:
Extremely negative: 1 2 3 4 5 6 '.Extremely positive
Overall, how much pressure do you feel under to  become involved in the planning of 
healthcare services?
Extremely pressured: 1 2 3 4 5 6 :No pressure
Overall, how much control do you feel you have in becoming involved in the  planning of 
healthcare services?
No control: 7 2 3 4 5 6 .Total control
• T h ink ing  a b o u t  invo lv ing  p a t i e n t s  in d e c is io n s  re la tin g  to  th e i r  
t r e a tm e n t  and  ca re :
In general, how difficult would it be for you to  involve all of your patients in decisions 
relating to  their treatm ent and care?
Extremely Extremely
difficult: 1 2 3 4 5 6 :easy
In general, how much control do you have over whether or not you involve all of your
patients in decisions relating to  their trea tm en t and care?
No Total
control: 1 2 3 4 5 6 ‘.control
In general, how much confidence do you have in your ability to  involve all of your patien ts in 
decisions relating to  their treatm ent and care?
No Total
confidence: 1 2 3 4 5 6 ‘.confidence
•  T hinking  a b o u t  y o u r own in v o lv e m e n t in th e  p lann ing  o f  h e a l th c a r e  
s e r v ic e s :
In general, how difficult would it be for you to  become involved in the planning of healthcare 
services?
Extremely Extremely
difficult: 1 2 3 4 5 6 :easy
1 0
• Thinking a b o u t  y o u r  own in v o lv e m e n t in th e  p lan n in g  o f  h e a l th c a r e  
s e rv ice s :
In general, how much control do you have over whether or not you become involved in the 
planning of healthcare services?
No Total
control: 1 2 3 4 5 6 .control
In general, how much confidence do you have in your ability to  become involved in the 
planning of healthcare services?
No Total
confidence: 1 2 3 4 5 6 '.confidence
n
THANK YOU FOR YOUR HELP IN COMPLETING THIS SURVEY QUESTIONNAIRE.
COMPLETED FORMS CAN BE RETURNED TO:
DAVID CONNELLY 
C /0  PSYCHOLOGY 
EAST SURREY HOSPITAL 
REDHILL
IF YOU HAVE ANY ADDITIONAL POINTS TO MAKE OR ANY COMMENTS PLEASE 
CONTINUE BELOW:
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Appendix IV: Staff Attitudes to Involving Individual Patients in Decisions About Their
own Treatment/Care: Scale Descriptive. Statistics.
Graph 1: Behaviourial Intention Scale: Frequency Histogram 
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Table 2: Behavioural Intention Scale: Reliability Statistics:
Item: Scale mean Scale variance Ccsrected Alpha
if item if item item-total if item
deleted: deleted; correlation: deleted:
Pbil 9.6057 9.1109 0.8274 0.8515
Pbi 9.8257 8.3617 0.7861 0.8849
Pbi3 9.9971 8.4267 0.8207 0.8528
Overall Alpha = 0.9041
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Graph 2: Attitude Scale Frequency Histogram. 
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Table 3: Attitude Scale: Reliability Statistics:
Item: Scale mean ScaJe variance Corrected Alpha
if item if item item-total if item
deleted: deleted; correlation: deleted:
Attl 68.8049 713.8720 0.1054 0.6954
Att2 60.9390 626.7010 0.5014 0.5968
Att3 66.4512 726.7744 0.2247 0.6535
Att4 58.2530 680.5882 0.4498 0.6157
Atl5 65.8902 667.1942 0.3197 0.6371
Att6 57.7058 700.7599 0.2914 0.6419
Aft7 62.7409. 690.4623 0.2618 0.6493
Att8 59.8049 652.4732 0.7427 0.6065
AftQ 57.6814 691.7096 0.4328 0.6202
AttlO 58.9970 700.6005 0.1054 0.6362
Overall Alpha = 0.6601
Graph 3: Subjective Norm Scale Frequency Histogram.
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Table 4: Subjective Norm Scale: Reliability Statistics:
Item: Scale mean Scale variance Corrected Alpha
if item if item item-total if item
deleted: deleted: correlation: deleted:
Snpl 52.1506 168.5651 0.4626 0.7276
Snp2 44.5602 184.5024 0.5978 0.5503
Snp3 49.5422 185.4497 0.5524 0.5984
Overall Alpha = 0.7120
Graph 4: PBC Scale Frequency Histogram.
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Table 5: PBC Scale: Reliability Statistics:
Item: Scale mean Scale variance Corrected Alpha
if item if item item-total if item
deleted: deleted: correlation: deleted:
Pbcpl 8.4561 4.1319 0.4881 0.5278
Pbcp2 8.2865 5.0880 0.4106 0.6246
Pbcp3 7.9591 5.2983 0.5107 0.5114
Overall Alpha = 0.6523
Graph 5: Global Attitude Scale Frequency Histogram. 
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Table 6: Global Attitude Scale: Reliability Statistics:
Item: Scale mean Scale variance Corrected Alpha
if item if item item-total if item
deleted: deleted; correlation; deleted:
Apl 10.2184 5.2006 0.9018 0.8737
Ap2 10.2471 5.0657 0.9034 0.8704
Ap3 10,5345 5.0711 0.7901 0.9648
Overall Alpha = 0.9330
Graph 6: Global Subjective Norm Frequency Histogram.
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Graph 7: Global PBC Frequency Histogram. 
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Appendix V: Staff attitudes to their own involvement in the planning and provision of 
healthcare: Scale Descriptive Statistics.
Graph 17: Behavioural Intention Scale: Frequency Histogram 
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Table 14: Behavioural Intention Scale: Reliability Statistics:
Item: Scale Mean Scale Variance Corrected Alpha
if Item if Item item-total i f  Item
deleted deleted: correlation: deleted:
Obil 11.3721 20.0947 0.7603 0.8603
Obi2 10.4041 21.6910 0.7384 0.8680
ObiS 11.7064 20.0317 0.7840 0.8507
Obi4 10.7587 21.2821 0.7613 0.8597
Overall Alpha = 0.8911
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Graph 18: Attitude Scale: Frequency Histogram.
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Table 15: Attitude Scale: Reliability Statistics:
Item: Scale Mean Scale Variance CoirectW Alpha
if Item if Item item-total if Item
deleted deleted: correlation: deleted:
Oattl 40.2086 407.7186 0.4482 0.8266
Gatt2 38.8282 401.2604 0.5247 0.8105
Gatt3 39.1626 348.9688 0.7179 0.7682
Gatt4 40.0951 363.4060 0.7542 0.7638
Gatt5 39.3620 354.8713 0.6181 0.7928
Gatt6 36.2393 418.1338 0.5198 0.8116
Overall Alpha = 0.8249
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Graph 19: Subjective Norm Scale: Frequency Histogram.
Ü ____________________________
g  std .
_______________________________   Mean = 74.00      __
N= 164.00
TOTSNO
Table 16: Subjective Norm Scale: Reliability Statistics:
Item: Scale Mean Scale Variance Corrected Alpha
if Item if Item item-total if Item
deleted deleted: correlation: deleted:
Snol 55.9146 177.9068 0.3841 0.7824
Sno2 45.1829 186.4081 0.5154 0.6104
Sno3 46.8659 148.3991 0.6746 0.3910
Overall Alpha = 0.6981
Graph 20: PBC Scale: Frequency Histogram.
50
53
CTQ)
Std. Dev = 3.18 
Mean = 10.0 
N = 171.00
10.0 12.0 14.0 16.0 18.0
CONTROL2
Table 17: PBC Scale: Reliability Statistics:
Item:
Pbcol
Pbco2
Pbco3
Scale Mean 
if Item 
deleted ; 
6.7251 
6.9064 
6.2749
Scale Variance 
if Item 
deleted:
4.7181
5.5677
5.3534
Corrected
item-total
correlation:
0.5877
0.4498
0.4599
Alpha
if Item
deleted:
0.4667
0.6489
0.6381
Overall Alpha = 0.6836
Graph 21: Global Attitude Scale: Frequency Histogram.
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Table 18: Global Attitude Scale: Reliability Statistics:
Item; Scale Mean Scale Variance Corrected Alpha
if Item if Item item-total if Item
deleted : deleted; correlation: deleted:
Aol 4.2126 2.0412 0.6264 na
Ao2 3.5862 1.8625 0.6264 na
Overall Alpha = 0.7698
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Graph 22: Global Subjective Norm: Frequency Histogram.
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Graph 23: Global PBC Frequency Histogram.
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Appendix VI: Test-Retest Reliability.
Behavioural Intention: Patient; 
t = 0.1074 d f = 1 9 sie (2-tailed) = 0.0001
Attitude Scale: Patient 
t = 0.88 df=  19 sig (2-tailed) = 0.0001
Subjective Norm Scale: Patient: 
t = 0.9687 d f = 1 9 sig (2-tailed) = 0.0001
PBC Scale: Patient: 
t = 0.8868 df = 19 sig (2-tailed) = 0.0001
Global Attitude: Patient: 
t = 0.6031 df = 19 sig (2-tailed) = 0.0001
Global Subjective Norm: Patient: 
t = 0.9555 df=  19 sig (2-tailed) = 0.0001
Global PBC: Patient: 
t = 0.7153 df = 19 sig (2-tailed) = 0.0001
Behavioural Intention: Organisation: 
t = 0.6357 df=  19 sig (2-tailed) = 0.0001
Attitude Scale: Organisation 
t = 0.936 df=  19 sig (2-tailed) = 0.0001
Subjective Norm Scale: Organisation: 
t = 1.5188 df=  19 sig (2-tailed) = O.CKX)l
PBC Scale: Organisation: 
t = 0.189 df = 19 sig (2-tailed) = 0.0001
Global Attitude; Organisation:
t = 0.7780 . d f = 1 9  sig (2-tailed) = 0.0001
Global Subjective Norm: Organisation:
t = 0.6571 d f = l 9  sig (2-tailed) = 0.0001
Global PBC: Organisation:
t = 0.8408 df=  19 sig (2-tailed) = 0.0001
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
